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For rapid response in acute agitation and hyperactivity, anx- 
iety and phobia, hysteria and panic states, alcoholism and drug 
withdrawal reactions; or in Severe emotional disturbances where 
oral administration is impractical—Librium Injectable. 


in the 1001 emergency situations of daily practice and in the 
hospital emergency room when immediate calming is required for 
anxious, agitated, restless, confused, disoriented, obstreperous, 
protesting or panicky patients—Librium Injectable—in situations 
ranging from accident cases to tragic life events; from behavior 
Crises to emotional Crises; from alcoholic DT’s and hallucinosis 
to drug withdrawal or postconvulsive reactions; from upsetting 
diagnostic procedures to pre- and postoperative states, 


LIBRIUM 


injectable 


Librium HCI Injectable is supplied in 100-mg ampuls 

for parenteral administration. 

Consult literature and dosage information, available 

on request, before administering. 
IBRIUM®Hydrochloride—7-chloro-2-mett ylamino-5- 

pher yl-3H-1,4-benzodiazepine 4-oxide hydroch oride 


=} LABORATORIES : Division of Hoffmann-La Roche Inc. 
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1 _H.V., a 61-year-old retired pharma- 
Hypertension and tame 
i hospitalized in 1957 
S is ti d fi 176/ 

controlled with 
had associated congestive failure with 


. . ® 
Serpasil- Esidrix ankle edema and dyspnea. 
Serpasil-Esidrix Tablets #1 were 
added to the existing regimen of digi- 
talis and low-salt diet in April, 1959. In 
the first 6 weeks of treatment, blood 


pressure decreased steadily to a range 
of 156/80 to 166/84 mm. Hg. Exami- 
nation at the end of 6 weeks revealed 
no evidence of congestive failure. Neck 
veins were no longer distended; ankle 
edema was not present. 

Mr. V.’s blood pressure is now stabi- 
lized at a satisfactory level and he has 
had no side effects from Serpasil- 
Esidrix. He can climb stairs without 
shortness of breath; he gets around 
more easily and feels better generally. 
Serpasil-Esidrix combines in one tab- 
let the antihypertensive and calming 
effects of Serpasil with the diuretic and 
antihypertensive-potentiating actions 
of Esidrix — for control of high blood 
pressure plus many complications. 


SUPPLIED: Tablets #2 (light orange), 
each containing 0.1 mg. Serpasil and 
50 mg. Esidrix; bottles of 100. 
Tablets +1 (light orange), each con- 
taining 0.1 mg. Serpasil and 25 mg. 
Esidrix; bottles of 100. 

Serpasi.® (reserpine cispa) 

Esiprix® (hydrochlorothiazide cisa) 

For complete information about Serpasil- 
Esidrix (including dosage, cautions, and side 
effects), see 1961 Physicians’ Desk Reference 
or write CIBA, Summit, N. J. 
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Photographs used with permission of the patient. 


Serpasil-Esidrix’ 


(reserpine and hydrochlorothiazide cisa) 


OPATRALMIC OINTMENT! 
melts at 97.8° F, 


FOR: 

GREATER EFFECTIVENESS—NeoDECADRON Ophthalmic Oint- 
ment melts at body temperature . .. providing optimal cover- 
age of optimal concentration at the site of the lesion—it does 
not ‘‘pop out”’ on the lid. 


ACTIVITY — dexamethasone 21-phosphate for unexcelled top- 
ical activity and solubility plus neomycin sulfate for broad 
antibiotic protection. 


CONVENIENCE— jin addition to NeoDECADRON Ophthalmic 
Ointment, NeoDECADRON® Ophthalmic Solution is available 
—a dosage form for every need. 

INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation of 


the conjunctiva, cornea, or uveal tract involving the anterior segment; 
allergy; blepharitis. 


PRECAUTION: Steroid therapy should never be employed in the presence of 
tuberculosis or herpes simplex. 


Before prescribing or administering NeoDECADRON Ophthalmic Ointment 
or Solution, the physician should consult the detailed information on use 
accompanying the package or available on request. 


MERCK SHARP & DOHME Division of Merck & Co., INC., West Point, Pa. 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE OPHTH ALMIC OINTMENT 


Aydrocortisone 

OPHTHALMIC OINTMENT 
unelts of F. 


DOSAGE: Ophthalmic Ointment: Instill 
three or four times daily. Ophthalmic 
Solution: One drop four to six times daily. 
Dosage may be adjusted up or down, de- 
pending upon the severity of the disorder. 


SUPPLIED: The ointment is supplied in3.5 
Gm. (4% 0z.) tubes. Each Gm. contains 0.5 
mg. of dexamethasone 21-phosphate as 
the disodium salt and 5 mg. of neomycin 
sulfate (equivalent to 3.5 mg. neomycin 
base). Also contains white petrolatum 
and liquid petrolatum. The solution is 
supplied in 2.5cc. and 5cc. sterile bottles 
with dropper assembly. Each cc. contains 
1 mg. dexamethasone 21-phosphate as 
the disodium salt, 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. neomycin base). 
Inactive ingredients: creatinine, sodium 
citrate, sodium borate, polysorbate 80, 
sodium hydroxide (to adjust pH) and 
water for injection. 0.32% sodium bisul- 
fite and 0.02% benzalkonium chloride 
added as preservatives. 


NeoDECADRON is a trademark of Merck & Co., INC, 
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BUFFERIN. DOES EVERY- 

THING PLAIN ASPIRIN CAN 
DOES 
WITH HIGHER SALICYLATE 
BLOOD WITH 
FAR FEWER GASTRIC SIDE 


Sleight, P.: The Lancet, Fremont-Smith, P.: Tebrock, H. E.: Ind. Med. & Surg. 
P. 305 (Feb. 6) 1960 J. Am. Med. Assn. 158:386 20:480-482, 1951. 
and P. 932 (April 23) 1960. (June 4) 1955. 


FOR A COMPLIMENTARY SUPPLY OF BUFFERIN WRITE 
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THE BIG QUESTION IS NOT MICKEY MANTLE’S 
troublesome knee (or shoulder), but “Will the 
two great M’s of baseball be able to match 
Babe Ruth’s record?” At presstime — Septem- 
ber 5 — our staff was divided 38% that Mickey 
would, 41% that Roger would, and 21% that 
they couldn't possibly tie the great Bambino. 
*Twould seem we have a lot of old diehards 
here, but by now you know for sure! 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

EACH PATIENT 
ACCORDING TO THE NEED 


DECHOLIN-BB 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 
TENSION and anxiety-induced dysfunction of G.I. and bili- 
ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 
butabarbital sodium 15 mg. (4 gr.) 
(Warning—may be habit forming) 
dehydrocholic acid, AMES ............... 250 mg. (3% gr. 
belladonna extract 10 mg. (% 


DECHOLIN 
with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 
smooth muscle of G.I. tract and sphincter of Oddi...and 
also counteract biliary/intestinal stasis 


dehydrocholic acid, AMES 
belladonna extract 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract... by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


dchydrocholic acid, AMES ............... 250 mg. (3% gr.) 


Average adult dose: 1 or, if necessary, 2 tablets three times daily. 
Side effects: DECHOLIN by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in AM ES 
DECHOLIN with Belladonna and DEcHOLIN-BB may cause blurred vision and dryness of mouth. COMPANY, INC 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DecHOLIN with Belladonna and Elkhart + Indiana 
DECHOLIN-BB) glaucoma. Toronto Canada 
Precautions: Periodically check patients on DECHOLIN with Belladonna and DecHo.tn-BB for increased 

intraocular pressure. Also observe patients on DecHoLIN-BB for evidence of barbiturate habituation or 

addiction, and warn drivers against any risk of drowsiness. 

Available: DECHOLIN-BB, in bottles of 100 tablets; DEcHOLIN with Belladonna and Decuo.tn, in bottles of 

100 and 500. 
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anorectal comfort...that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
anorectal comfort anorectal comfort 
continue therapy with start therapy with 


anusol 


hemorrhoidal suppositories hemorrhoidal suppositories with 


or unguent hydrocortisone acetate, 10 mg. 
to prevent recurrence of to reduce inflammatory reaction 
symptoms, one Anusol and to provide immediate 
Suppository morning and relief of anorectal pain and 
evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 


makers of TEDRAL GELUSIL PROLOID PERITRATE MANDEL AMINE 


MORRIS PLAINS. 


= 
¢ 
— 


CONTENTS 


Concluded 


Departments 


Travel 


Investing 


(VOL. 89, NO. 10) OCTOBER 1961 


17a 
25a 
33a 
38a 
43a 
50a 
59a 
69a 
82a 
89a 
176a 
202a 
232a 
234a 


158a 
169a 
174a 


113a 


Therapeutic Reference 
Off the Record 

X-Ray Diagnosis Please! 
EKG Diagnosis Please! 
Coroner’s Corner 

What’s Your Verdict? 
After Hours (Doctors’ Hobbies) 
Modern Medicinals 

Who Is This Doctor? 
Mediquiz 

Modern Therapeutics 
News and Notes 
Covering the Times 
Advertisers’ Index 


Enjoy a Luxury Cruise 
Bargains Abound in South America 
Calendar of Meetings 


Stock Market Aristocrats 

Quality Stocks Still in Demand 

Ten Favored Stocks Priced Up to $15. 
Stocks in the Limelight 

From Coast to Coast 

Chock Full O’Nuts Still Expanding 
Pennsalt Chemicals Posting Gains 
Paper Outlook Brightening 

Reviews of Favored Issues 

Record Year for Emery Air Freight 
Paramount Pictures a Good Value 
Recovery Seen for Rubber Fabricators 
Ronson Corporation Extending Gains 
Texas Gulf Sulphur Attractively Priced 
Smaller Gain for Standard (N.J.) 


= : : 


...and other 
types of 
Nausea and 
Vomiting 


NOW 3 
DOSAGE 
FORMS 


BONADOXIN 
TABLETS 


when the patient can 
take oral medication 


Each tiny tablet contains: 
meclizine HCI (25 mg.) for 
antinauseant action; pyri- 
doxine HCl (50 mg.) for 
metabolic replacement. 


9 times out of 10 


BONADOXIN 
D RO P S Sor infant colic 


Each cc. contains: mecli- 
zine equivalent to 8.33 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 16.67 
mg. of the hydrochloride. 
Three cc. of Bonadoxin 
Drops equal one Bona- 
doxin tablet in meclizine 
and pyridoxine content. 


New York 17, N. Y. 


and the new 


BONADOXIN 


INTRAMUSCULAR 
SOLUTION 


when the oral route 
is not feasible 


Each cc. contains: mecli- 
zine equivalent to 25 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 50 
mg. of the hydrochloride. 


when your OB patient needs the best in prenatal 


Division, Chas. Pfizer 8 Co., Inc. 
vitamin-mineral supplementation ... OBRON® 


Science for the World’s Well-Being® 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F' 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 

*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Mysteclin-F 


Squibb Phosphate-Potentiated Tetracycline (sumycim) plus Amphotericin B (FuNGIZONE ) 
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NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.I. patients breathe easier! 


pimetapp Extentabs contain Dimetane*®(parabromdylamine [brompheniramine] maleate) 12 mg., 
phenylephrine HCI 15 mg., and phenylpropanolamine HCI 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
stuffiness, drip and congestion of sinusitis, colds and U.R.1|. for 10-12 hours with a single dose. 


A. H. ROBINS CO., INC. KM) RICHMOND 20, VIRGINIA 
MAKING TODAY'S MEDICINES WITH INTEGRITY (@ieaay SEEKING TOMORROW'S WITH PERSISTENCE 


Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk (*). 
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“Severe carbuncle caused by resistant Staphylococcus 
aureus in a patient with diabetes. .. .” 
(Previous antibiotic therapy ineffective.) 


“Marked healing of carbuncle after [CYCLAMYCIN] 
therapy, 2 Gm. daily for 34 days.” 
(Patient was afebrile after 6 days.) 


Albright, J.G., and Hall, W.H.: Antibiot. Med. & Clin. Therap. 6:283 (May) 1959. 


In skin and soft-tissue infections due to gram-positive patho- 
gens, CYCLAMYCIN provides dependable, specific therapy. 
CYCLAMYCIN also effectively controls other common gram- 
positive infections, and has often proved to be of consider- 
able value against staphylococci resistant to most antibiotics. 


TRIACETYLOLEANDOMYCIN, WYETH 
SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. 
Oral Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration and prescribing of 
CYCLAMYCIN, see descriptive literature or current Direction Circular. 
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Central Nervous Stimulants 


Geroniazol-TT 23la 
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Decholin with Belladonna 8a 
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Cough Control 


Benylin Expectorant 135a 
Dimetane Expectorant 125a 
Hycomine Syrup 225a 
Pediacof 187a 

Phenergan Expectorant 197a 
Quelidrine 112a 


Diabetes 


Diabinese 194a, 195a 
Orinase 58a 


Digestants 
Phazyme 37a 


Diuretics 


Cyclex 55a 
Diuril 10Sa, 179a 


Enzyme Therapy 
Avazyme 159a 
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Epilepsy 


Dilantin 206a, 207a 
Mysoline 226a, 227a 


Eye, Ear Nose and Throat Preparations 


NeoDecadron Ophthalmic 4a 
Tetrazets 137a 


Fibrinolytic Agents 
Thrombolysin 40a, 41a 
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Eggs* 60a 
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Roncovite-mf 139a 


Hemorrhoids and Rectal Disorders 
Anusol, Anusol-HC_ 10a 
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Carnalac 39a 
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Hygroton® 


brand of chlorthalidone 


in hypertension 
and edema 


17 days free each month 
from drug 
administration 


just one tablet 
Mon. Wed. Fri. 


The longest-acting by far 

of all the new agents 
introduced for 

hypertension and edema, 
Hygroton provides a 
smoother, less abrupt action 
which is sustained for 

as long as 72 hours...can 
initiate and maintain therapy 
on just 3 doses a week... 
saves the patient over 

¥3 in cost without sacrifice 
of therapeutic benefit. 


Hygroton® Tablets, 
100 mg., bottles of 100. 


Geigy Pharmaceuticals 
Division of 

Geigy Chemical Corporation 
Ardsley, New York 
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L.A. Formula 204a 


Ulcer Management 


Enarax 70a 


Muscle Relaxants Nactisol 122a, 123a 
Norflex 90a Pathibamate 216a, 217a 
Parafon Forte 30a, 3la 

Rela 73a 


Robaxisal 209a 
Upper Respiratory Tract Infections 


Hycomine Compound Tablets 45a 


Parki 


Artane 8la 

Phenoxene 203a Vaginal Preparations 
Dienestroi Cream 153a 
Sultrin Cream 57a 
Trichotine 42a 

Skin Disorders and Antibacterials Tricofuron Improved 219a 

Trimagill 199a 


Advicin Topical 157a 
Alphosyl Lubricating Cream 166a, 167a 
Aquasol-A Capsules 94a, 95a 


Chymar Ointment 32a . 
Cor-Tar-Quin 83a Vertigo 
Cutitone 47a Tigacol 24a 


Diaparene 127a 
Fostex i3la 
Fulvicin 157a 
Furacin-HC Cream 28a Vitamins and Nutrients 
Sulpho-Lac 228a Eldec Kapseals 129a 
Gerilets Between pages 82a, 83a 
Gevrestin 19la 
Iberet Between pages 82a, 83a 
Steroids and Hormones Myadec 22a, 23a 


Aristocort 146a through 15la Theragran 76a, 77a 
Decadron Cover 4 
Dianabol 102a, 103a 


Durabolin Cover 3 P 

Enovid 68a Weight Control 

Estrosed 210a Bamadex Sequels 62a, 63a 

Panzalone 80a Carnation Weight Reduction Plan 214a, 215a 


Veriderm 235a Phantos 44a 
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MYADEC 


~SES>- -potency vitamin formula with minerals 


> 


ehelps to prevent or correct certain vitamin deficiencies 
esupplies various minerals normally present in body tissue 


Each MYADEG Capsule provides: Vitamins: Vitamin By crystalline— 
5 meg.; Vitamin Bg (riboflavin)—10 mg.; Vitamin Bg (pyridoxine 


hydrochloride)—2 mg.; Vitamin B,; mononitrate—1!0 mg.; Nicotinamide 
(niacinamide)—100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vita- 
min A—25,000 units (7.5 mg.); Vitamin D—1,000 units (25 meg.); 
Vitamin E (d-alpha-tocopheryl acetate concentrate)—5 1.U.; Minerals 
(as inorganic salts): lodine—0.15 mg.; Manganese —1! mg.; Cobalt 
—().1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; 
Copper—1 mg.; Zinc—1.5 mg.; Magnesium — 6 mg.; Caleium—105 
mg.; Phosphorus — 80 mg. 
Supplied: Bottles of 30, 100, and 250. 


PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
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ny patients should be 0 
brand of ricotinyl alcohol « 4,5-trimet 


@ Two SPECIFIC ACTIONS @ FEWER SIDE REACTIONS New Tigacol facilitates the symptomatic control of vertigo. I 
vertigo whether due to labyrinthitis, Meniere's syndrome, impaired cerebral circulation or of non 
Tigacoi offers you the clinically proven advantages of a well-tolerated peript 
tolerated peripheral vasodilator and ainew fic iemetic.. Roniacol 
o Be romptly / relieves vertigo by directly relaxing the peripheral blood vessels without causing severe flushing or|hypotension. Tigan 
controls nausea and vomiting by ive'su f or ypoteasion: Tiga 
pp emetic impulses with drowsiness, tranquilization or’ 
AVAILABLE: Pink capsules, each providing 50 mg Roniacol in the form of 
__ two tapsules three times daily. NOT HCI, bottles of 50. USUAL ADULT DOSAGE: One or 
Tigacol therapy. served periodically 
xybenzoyl)be: 


Off the Record... 


Contributions describing actual and unusual happenings in 
your practice are welcome. For obvious reasons only your 
initials will be published. An imported sculptulite figurine 

. an amusing caricature of a physician . . . will be 
sent in appreciation for each accepted contribution. 


Forty Miles of Bad Roads 

Conversation overheard in my waiting room 
between two Negro female patients: 

Miranda: “Liza, has you all gone through 

menopause?” 

Liza: “Lordy, No! My old man hasn’t even 
taken me through Disneyland yet.” 

S.C. P., M.D. 

Evansville, Indiana 


No Tampering 

An adult -woman came to my office com- 
plaining of anal pain and occasional bleeding 
with hard stools. She was placed in the prone 
position for a rectal examination, and, upon 
doing rectal, I palpated with great care and 
interest a mass about one by two inches in 
the anterior rectal wall. I mumbled to the 
woman that I was feeling an unusually located 
tumor and that further hospital investigation 
would be in order. Before I could say more 
the patient said, “Doctor, I think the tumor 

you are feeling is my menstrual tampon.” 
S.J. D., M.D. 
Flushing, New York 


Wrong Patient 

While stationed in Finschhaven, New Guinea, 
in 1944, as Camp Surgeon in a staging area, 
the following humorous incident transpired. It 
is somewhat risqué, but true. 

A Negro Sergeant came to the Dispensary 
and wanted to consult with the Captain, in 
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private. I was quite busy, but took him to my 


private “cubbyhole.” When asked what his 
trouble was, he stated: “I’se got woman 
trouble.” Further questioning revealed that he 
was being bothered with a rather constant pria- 
pism! Knowing how these boys kept pinup 
pictures in their tents (and trucks), I advised 
him to do away with them and to read funny 
books. I also gave him a prescription for Bro- 
mides. I then went back to irrigate a fungus 
infected ear. The Sergeant got his prescription, 
and on his way back stopped to check with 
me on the dosage of the medicine, and then 
proceeded to walk away. Just about the time 
he reached the door, my patient moved his 
head, and I said, rather irritated, to the pa- 
tient: “Don’t jerk.” The Sergeant turned 
around and said: “No, suh!” 
S. J., M.D. 
Bisbee, Arizona 


Gratitude! 

In the middle of a winter night, in New 
England, so proverbially cold, turbulent, and 
lancinating, I responded to an emergency re- 
quest from the Police Department. Upon ar- 
rival at the address in a dismal, impoverished 
locality, the problem, clinical and judicial, was 
grossly apparent. Lo, a violent maniacal fe- 
male in alcoholic excitement was breaking the 
peace, having already fractured the calvarium 
of her spouse. 

Concluded on page 29a 


25a 


sinusitis 


and 


other 


urethritis 


infections 


antibiotic 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: | to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound y weight per day—divided 
into four doses, 


therapy wi th 


PRECAUTIONS As with other antibiotics, pecLomycIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients shoulda 
avoid exposure to intense sunlight. If adverse reaction or idio- 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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an added measure of protection 


DEMET CHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 
against secondary infection— sustained high activity levels 


ainst “problem” pathogens— positive broad-spectrum antibiosis 
P I 
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3-year-old child with severe impetigo, pretreatment 9 days later, post-treatment (Furacin-HC Cream t.i.d.) 


FOR BROADER TREATMENT OF INFLAMMATORY SKIN DISORDERS, BOTH 
ACUTE AND CHRONIC, WHERE INFECTION IS PRESENT OR IMMINENT 


FURACIN-HC CREAM 


nitrofurazone 0.2% and hydrocortisone acetate 1%, Eaton 


ESPECIALLY USEFUL FOR THE TREATMENT OF INFLAMMATION, ERYTHEMA 
AND PRURITUS AS WELL AS INFECTION IN SUCH CASES AS PYODERMAS, 
FURUNCULOSIS AND SECONDARILY INFECTED DERMATOSES 


Furacin-HC Cream combines the anti-inflammatory and antipruritic effect of 
hydrocortisone with the dependable antibacterial action of FURACIN—the most 
widely prescribed single topical antibacterial. Exclusively for topical use, 
FuRACIN retains undiminished potency against pathogens such as staphylococci 
that no longer respond adequately to other antimicrobials. FURACIN is gentle, 
nontoxic to regenerating tissue, speeds healing through efficient prophylaxis or 
prompt control of infection. 


Furacin-HC Cream is available in tubes of 5 Gm. and 20 Gm. Vanishing- 


cream base, water-miscible. r=) 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 
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Off the Record... 


Concluded from page 25a 


As I administered intramuscular paralde- 
hyde, as the patient was restrained by police, 
the steady stream of curses, vile oaths, and 
invocations to major and minor demons flowed 
without cease. Presumably my stoic and un- 
responsive attitude goaded her into further 
frenzy. As this disheveled, tattered creature 
was escorted by police to the waiting patrol 
cruiser, she wheeled her final devastating salvo. 
“You couldn’t be a good doctor. No good 
doctor would come out on a night like this, 
at a time like this, to a place like this, for a 
patient like me.” Hippocrates, your works are 
my sole reward and consolation. 

B.D. B., M.D. 
Lynn, Massachusetts 


Point of Entry? 


Many years ago, during my residency in a 
Lying-In Hospital, I was sent to deliver a 
Negro woman in her home. I was proceeding 
with the usual routine of rectal examination 
when she raised her head and asked: “Doctor 
ain’t youse in the wrong place?” An explana- 
tion satisfied her dilemma. 

W.S., M.D. 
St. Louis, Missouri 


Confused Paternity 


Dick Bone noticed in the glass doors of the 
Clinic Building that a woman was following 
him up the walk. He courteously held open 
the door for her and stepped into the waiting 
room. He tucked his detail bag behind his 
chair and prepared to wait his turn. 

When the doctor stepped into the reception 
room and beckoned the woman, Dick rose, ac- 
cording to his custom whenever a doctor en- 
ters a room. 

Later the doctor returned. Dick stood up 
and the doctor approached him, shook hands, 
and said, “Congratulations, you’re going to be 
a father for the third time.” 

Dick said, “What do you mean ‘third time’? 
We’re on our sixth one now.” 
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The doctor looked puzzled. Presently the 
woman patient finished making her appoint- 
ment at the desk, turned and smiled at the doc- 
tor, nodded again to Dick, and walked out the 
door by herself. 


S. E. L., M.D. 
Twentynine Palms, California 


Down, Rex! 


Recently I received a letter from an elderly 
out-of-town patient requesting a refill of a pre- 
scription. He stated it thusly: “As you know 
my sexual power is pretty well gone, so would 
you please order me some more of those ‘pole- 
vaulting’ pills.” 

K. M. S., M.D. 
Klamath Falls, Oregon 


Miracle Liquid! 

This is a true story that happened to me 
when I first started to practice medicine. I 
had just finished preparing my patient, who 
was having fast and heavy labor pains. A 
neighbor came up and asked me to collect 
some of the mother’s forewater—so that she 
could wash the patient’s face with it thus mak- 
ing the brown spots on the mother’s face dis- 
appear. Somehow or other, the liquid was not 
obtained. 

M. S. B., M.D. 
Pittsburg, Kansas 


Rash Judgment 


She was quite a modest lady who had some 
difficulty in aiming at the point of her visit. 
Patient questioning revealed that she was dis- 
tressed by a rash which had started on her 
lower abdomen. 

“And when did this begin?” I asked her en- 
couragingly. 

“About a week ago.” 

“Has it spread?” 

“Oh yes! Clear down over my gentiles!” 

G. D. M., M.D. 
Wausau, Wisconsin 
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twice 
the 
muscle 

potency 

for greater 

relief 

pain 

and spasm 4 


NEW PARAFO 


Combining a superior skeletal muscle relaxant'* with a preferred musculoskeletal analgesic,*5 new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 


® 
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OR PARAFLEX® Chlorzoxazone 250 mg. 


TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted ‘““MCNEIL,” bottles of 50 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, BP D., and 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 4/:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
159:1619 (Dec, 24) 1955. 


*U.S. Patent No. 2,895,877 


v8. McNEIL LABORATORIES, INC., Fort Washington, Pa. | Mc NE I L| 
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cor ntact dermatitis 
from rubber cement! 


BEFORE 
TREATMENT 


3 DAYS 
LATER 


Chymar Ointment 


. 


CHYMAR OINTMENT 
Chymar Ointment is a corticosteroid 


enzyme p anti yand 
anti-infective actions with wound and tissue cleans- 
ing. Each gram contains: a concentrate of pan- 
creatic enzymes with 10,000 Armour Units of pro- 
teolytic activity; neomycin palmitate (as base) 3.5 
mg.; hydrocortamate hydrochloride 1.25 mg.; water- 
miscible base (polyethylene glycol 4000 and 600) 
q.s. The enzymes digest necrotic tissue, pyogenic 
membranes and crusts, cleanse wounds and remove 
foul odors. Thus the area of the lesion is prepared 
for the anti-infective and anti-inflammatory effects 
of neomycin palmitate and hydrocortamate hydro- 
chloride. itis believed that proteolyti have 
a favorable effect on wound healing. INDICA- 
TIONS: acute or chronic dermatoses and skin 
lesions such as abscesses, boils, burns, contact 
dermatitis, impetigo, infectious eczematoid derma- 
titis, mycosis fungoides (for secondary infection), 
infected neurodermatitis, pruritus ani, psoriasis, 
pustular lesions, seborrheic dermatitis, stasis der- 
matitis, ulcers (topical, cautery, osteomyelitic, vari- 
cose). PRECAUTIONS: An occasional itching or 
stinging may be enc tered on initial 
application. Hypersensitivity or allergic reactions 
are rare; pharmacological tests gave no indication 
of irritation, allergic or antigenic reactions when 
used on either intact or abraded skin. Proteolytic 
actidn can be halted by removal of the ointment and 
irrigation with water, CONTRAINDICATION: Not 
for ophthalmic use. ADMINISTRATION: Apply 
directly to lesion 1 to 3 times daily and cover with 
gauze. Preliminary softening of eschar or crusted 
lesions not necessary. SUPPLIED: 1/6 oz. and 
1/2 oz. tubes. 


. 


in common 


skin ailments 


In 380 patients with common skin lesions 
treated with 800 applications, Chymar Oint- 
ment was 97.5% effective.’ In another report 
of 251 cases with a variety of frequently en- 
countered skin ailments (mostly chronic) 175 
were either cleared or improved with Chymar 
Ointment.? And in a third group of 32 cases, 
the majority of which were pyodermas, Chymar 
Ointment was of “unquestionable value” in 
lesions of staphylococcic origin.* 


1. Walker, M. H.: The Therapeutic Use of a Corticosteroid-Anti- 
biotic-Enzyme Ointment in Common Foot Lesions, to be published. 
2. Cornbleet, T., and Chesrow, E. J.: Arch. Dermat. 82:261, 1960. 
3. Irgang, S.: Harlem Hospital Bulletin, Annual Series 1, March, 
1960, pp. 19-24, 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS Originators of Listica® 
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Diagnosis, Please! 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., Professor of Radioloay 
New York University School of Medicine 


and Director of Radiology, Bellevue Hospital Center 


Thirty-one-year-old Negro female who resided in the Congo up to three years ago 


What Is Your Diagnosis? 


1. Sarcoid 3. Normal 
2. Rheumatoid arthritis 4. Ainhum 


(Answer on page 230a) 
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*case report 
. effective by itself in many hypertensives. .. 


indicated in all degrees of hypertension 


URIL with RESERPINE 


HYOROCHLOROTHIAZIDE 


Reduction in heart size and = (less ST depression).’ 
: 
q 


co 5 fingerbreadths 


low costal margin. 


Weight 105 pounds 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL 0.125 
mg. reserpine per tablet. One tablet one to mg. reserpine per tablet. One tablet one or 
four times a day. two times a day. 


also available: 


HYDROPRES-Ka‘25 HYDROPRES-Ka‘50 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. (equivalent to 300 mg. potassium) per tablet. 


It is essential to reduce the dosage of other antihypertensive agents, particularly the ganglion blockers, 
by at least 50 per cent immediately upon addition of these agents or of HYDROPRES Tablets to the regimen. 


fecertiing or administering HYDROPRES, the physician should consult the 
Setaile information on use accompanying the Package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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why use nose drops? 


‘SUDAFED?’ acts systemically to relieve 
stuffy noses ... and dilate the bronchi. 


Pseudoephedrine Hydrochloride 


ODOOODOO TABLETS 


for nasal and respiratory decongestion 


® Quick relief — 15 to 30 minutes 
© Gentle, prolonged action — 4 to 6 hours 
®@ Seldom causes central stimulation 


Dosage: adults—60 mg., 3 or 4 times daily 
children (4 mos. to 6 yrs.) —30 mg., 3 or 4 times daily 

infants up to 4 mos. of age—15 mg., 3 or 4 times daily 

Supply: ‘SUDAFED”’ brand Pseudoephedrine Hydrochloride 
Tablets—30 mg. sugar-coated, 60 mg. scored 


Syrup—30 mg. per 5 cc. teaspoonful 


Precaution: Although pseudoephedrine causes 
virtually no pressor effect in normotensive patients, 
it should be used with caution in hypertensives. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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New! 


For pain, distention and distress 


due to gastrointestinal gas! 


Bloating, belching, borborygmus or flatulence—what- 
ever the symptoms of gastrointestinal gas, Phazyme 
provides uniquely effective relief. Phazyme is the first 
comprehensive treatment for gastrointestinal gas that 
combines both digestive enzymes and gas-releasing 
agents—dual action that provides far better results 
than either agent alone. Digestive enzymes minimize 
gas formation resulting from digestive disorders or 
food intolerance. The gas-releasing agent, specially 
activated dimethy! polysiloxane, breaks down gas- 
enveloping membranes—prevents gas entrapment. 
A two-phase tablet, Phazyme releases these active 


NEW! When anxiety adds 
to the gas problem— 

Phazyme with Phenobarbital 


The PHAZYME formula with % gr. phenobarbital. 
Supplied as two-phase release, yellow tablets, in bottles 
of 50. Phenobarbital may be habit forming. 


components in the environments best suited to their 
actions—stomach or small intestine. 

Phazyme is ideal medication for relieving gas distress 
in patients on the currently popular 900-calories-a- 
day diet. It is also recommended as routine therapy 
for cardiac patients to prevent gas from aggravating, 
complicating or simulating angina. 

DOSAGE: One tablet with meals and upon retiring, or as required. 


SUPPLIED: As two-phase release, pink tablets, in bottles of 50 
and 100. 


«REED & CARNRICK / Kenilworth, New Jersey 


minimizes gas formation 
prevents gas entrapment 


PHAZYME 


TABLETS 


Edited by Charles E. Kossmann, M.D.. 


Associate Professor of Medicine, New York University School of Medicine 


What Is Your Diagnosis? 


Atrial and Ventricular rates 88 per minute 
P-R interval = 0.17 sec. 
QRS interval = 0.09 sec. 
Electrical axis = No deviation from normal. 
S, slurred. Q, broad and notched 
V,— Q deep, R diminutive 
V.— QS deep, T low 
V; — R low 


EKG INTERPRETATION: Normal sinus rhythm—(R-8) 


(Answer on page 230a) 
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Carnalae meets the medical 
preference for the 
evaporated milk formula... 
in a convenient, 


ready-prepared form. 


PREPARED 
INFANT 
FORMULA 


itp) 


ON COMPANY. Los 


Carnalac is Carnation Evaporated Milk with its 
added Vitamin D, plus carbohydrate. The mother 
just adds water in the amount you recommend. 


Diluted 1:1, Carnalac provides 2.8% protein, 7.1 carbohyorate, 3.2% fat, 
400 /.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 


For the adjustable formula ~ proven nutritional value ~ economical 
“from Contented Cows” 
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-LYOVAC® 


FIBRINOLYSIN (HUMAN) 


a new agent 
for lysis of 
vascular thrombi 


Phiebothrombosis of femoral and iliac vein, 3 weeks after onset. 


Superior vena cava thrombosis (8 hrs. after a THROMBOLYSIN). 


Phiebothrombosis (8 weeks’ duration in left leg, 6 weeks? in night) 


Thrombophlebitis of arm, 24 hours after onset. 
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After 6 days’ therapy. 


After 3 days’ therapy. 


LYOVAC® 


FIBRINOLYSIN (HUMAN) 


in thrombophlebitis, phlebothrombosis, 
pulmonary embolism, and 
certain arterial thrombi’, 


LYOVAC® ° 
THROMBOLYSIN makes possible 


* lysis of formed clots 
¢ reduced mortality and morbidity, shortened hospitalization 
* reduced incidence of postphlebitic complications 


— 6 a therapy. 


with decreased incidence of reactions such as fever, chills, 
or malaise of severe proportions; higher degree of safety; 
greater, more predictable potency. 


After 5 days’ therapy. 


Supply: Each bottle contains 50,000 MSD units. 


*See package circular for qualifications concerning cerebrovascular 
accidents and myocardial infarction. 


Before prescribing or administering THROMBOLYSIN, the physician 
should consult the detailed information on use accompanying 
the package or available on request. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


LYOVAC AND 


YSIN ARE T OF MERCK & CO., INC. 
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Think Clean! 


Detergent, mucolytic, antibacterial, penetrating...these are the qualities that establish 
Trichotine as the leading vaginal cleanser—both as a therapeutic measure unto itself, 
and as a cleansing adjunct to therapy.’* Because it is detergent, Trichotine is better 
able to penetrate the rugal folds and remove mucus debris, vaginal discharge and 
cervical plugs.’* Surface tension is 33 dynes/cm. (vinegar is 72 dynes/cm.) 

Trichotine affords prompt relief from itching and burning'*°—is non-irritating —leaves 
your patient feeling clean and refreshed. Trichotine establishes and maintains a normal, 
healthy vaginal mucosa in postmenstrual, post-coital or routine vaginal cleansing, as well 
as in therapy. Whenever you think of a vaginal irrigant, think of the better detergent 
cleansing action of Trichotine. 
detergent action for better vaginal irrigation Trichotine 


AVAILABLE: In jars of 5, 12 and 20 oz. powder. REFERENCES: 1. Stepto, R. C., and Guinant, D.: J. Nat. M. A. 53:234, 1961. 
2. Karnaky, K. J.: Medical Record and Annals 46:296, 1952. 3. Folsome, C. E.: Personal Communication. 4. MacDonald, E. M., 
and Tatum, A. L.: J. Immunology 59:301, 1948. 5. Lawrence, E. D.: West. J. Surg. 58:236, 1950. 


THE FESLER COMPANY, INC. / Kenilworth, New Jersey 
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Coroner’s Corner 


A beautiful imported German apothecary jar will be 


sent to each contributor of an unusual case report. 


O.. evening I was called to the 
scene of an apparent case of accidental carbon 
monoxide poisoning. The victim was found 
lying beside his car with garage doors closed. 
The hood of the car was up, the carburetor 
filter had been removed, the switch was on 
but the motor was cold and not running. The 
gas tank was empty. 

Observation of the body revealed symptoms 
associated with an anoxic death. Further 
inquiry revealed that the deceased had had 
controllable diabetes mellitus for several years. 
It was too late to check the blood-sugar as 
death had occurred about nine hours before 
the body was discovered. 

Everyone investigating and otherwise con- 
cerned was convinced that death was due to 
accidental carbon monoxide poisoning. I pre- 
sumed the possibility that the car would not 
start and that the victim had attempted to 
ascertain the reason but had overlooked the 
gas supply. Therefore, the cause of death may 
not prove to be compatible with the obvious 
circumstances surrounding the body. 
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Carboxyhemoglobin tests were completely 
negative. Autopsy findings proved the exact 
cause of death to be due to acute myocardial 
failure and ischemia with pulmonary edema 
due to coronary arteriosclerosis and early 
thrombosis. 

RoBERT B. Jones, D.C. 
Sedgewick County Coroner 
Wichita, Kansas 
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LITTLE 
PHURLONG 
WASNT 
EXACTLY A 
GIANT... 


... SUT, STILE 
AND ALL, 
HE DID 
HAVE HIS 
WEIGHT 
PROBLEMS. 


FACT...HE SPENT 
HALF HIS LIFE 


AND THE NAGS 
DONT NAG HIM 
ANYMORE... 


«EVEN SO SAKIE 

HAD HIS TROUBLES... 
KIS DOCTOR. 
PRESCRIGED 


PHANTOS ° 


BMAX A 


DLA*® anti-obesity capsules 


Thyroid ........... 


PHANTOS 
Amphetamine sulfate 
Thyroid 
Supplied: PHANTos, red and yellow capsules, bottles of 30, 
250 and 500. PHantos-10, bottles of 30 and 250. 


Each capsule, taken on arising, provides: 
Atropine sulfate ....... 
COOPER, TINSLEY Laboratories, Inc., Harrison, N. / 


Immediate Release 
Aloin . 
@DAY-LONG ACTION 


Intermediate Release 
Amphetamine sulfate 


Atropine sulfate ............ 1 /360 gr. 


Final Release 
Amphetamine sulfate 
Thyroid 
Phenobarbital 


Cwarninc: MAY BE HABIT-FORMING) 


mg. 


Va gr. 


Precautions: Should be used with caution in patients 
hypersensitive to sympathomimetic compounds; in cases 
of coronary or cardiovascular disease; and in the presence 
of severe hypertension. 

Samples and literature on request. 


Observations On ACiIpOSity by Watton 
| 
MATTER. OF 
WATCH THOSE 
CALORIES OR 
7 
FSS 
Mg. 
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For Complete Symptomatic Frelief of Colds 


TABLETS 


a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 


each Hycomine Tablet contains: 


@ antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 
@ antihistaminic — 2 mg. chlorpheniramine maleate 
@ nasal decongestant — 10 mg. phenylephrine hydrochloride 
@ analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
@ mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit forming, 
Federal law permits oral prescription. 


® Literature on request 
Endo ENDO LABORATORIES ¢ Richmond Hill 18, New York 


Pat. 2,630,400 
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would 
a tranquilizer 


specifically 


for children? 


wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards: 


efficacious Atarax appeared to reduce anxiety and restlessness, improve 
sleep patterns and make the child more amenable to the develop- 
ment of new patterns of behavior....’”! 


remarkably “The investigators were impressed with the lack of toxicity 
well tolerated and minimal side effects which were observed even after long- 
term use.” 


palatable —_ Delicious ATARAX syrup pleases even the balkiest patient. 


Dosage: For children: under 6 years, 50 mg. daily; over 6 years, 50-100 mg. daily; 
in divided doses. For adults: 25 mg. t.id. to 100 mg. q.i.d. Supplied: Tablets 10 
mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 


cy mg. per cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
ion only. 


References: 1. Freedman, A. M.: Pediat. Clin. North America 5:573 (Aug.) 1958. 
2. Nathan, L. A., and Andelman, M. B.: Illinois M. J. 112:171 (Oct.) 1957. 
3. Santos, I. M. H., and Unger, L.: Ann. Allergy 18:179 (Feb.) 1960. 4. Litchfield, 
H. R.: New York J. Med. 60:518 (Feb. 15) 1960. 


® 
A | A RA a 
TO TRANQUILITY 


(brand of hydroxyzine) 


® 
New York 17, N. Y. VITERRA Capsules—Tastitabs 
Division, Chas. Pfizer & Co., Inc. —Therapeutic Capsules for 
Science for the World’s Well-Being® vitamin-mineral supplementation 
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IN ACNE 


Preferred by 


Contains newAlchloral® 2% (alu- 
minum chlorhydroxy allanto- 


9 out of 10 teenagers 


for ease of application inate, Cuticura) which controls 
z keratin, reduces secretions, kills 

covering qualities bacteria and promotes healing, 

with sulfur, micropulverized 
—cosmetic excellence 5%, Resorcinol 2%; Bithionol 
0.75% in a non-oily, hypoaller- 

Pro du ce d genic base containing silicone. 


substantial improvement 
SEE article this issue of 


in 90% of cases studied Medical Times -“A New 

by seven Dermatologists 
Topical Use in Acne”, 

—therapeutic excellence Faust,R.E.andCole,L.M. 


SKIN TONED 


( utitone 


Cuticura Laboratories, Dept. R.F., Malden 48, Mass. 


© Supplies of Cutitone® patient-starting units 
© Reprint on clinical evaluation of Cutitone® 


REQUEST 
i 


acne treatment by Cuticura® 
world’s best known name in skimacare 
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@ THERAPEUTIC INDEX 


“Thiosulfil” Forte 


BRAND OF SULFAMETHIZOLE 


“THIOSULFIL” has been found effective against 
the following urinary pathogens: Proteus vul- 
garis, Pseudomonas aeruginosa, Escherichia 
coli, Streptococcus fecalis, Escherichia inter- 
medium, and Aerobacter aerogenes. In individ- 
ual cases, sensitivity of the organisms may vary. 
Sensitivity tests, preferably by the tube dilution 
method, should be done first, for guidance as to 
alternate therapy in case “THIOSULFIL” FORTE 
does not control the infection. 


INDICATIONS: Treatment of cystitis, urethritis, pye- 
litis, pyelonephritis, and prostatitis due to bac- 
terial infection amenable to sulfonamide therapy; 
prior to and following genitourinary surgery and 
instrumentation; prophylactically, in patients with 
indwelling catheters, ureterostomies, urinary 
stasis, and cord bladders. 


SUGGESTED RANGE OF DOSAGE: Adults: 1 or 2 tab- 
lets (0.5 Gm.-1.0 Gm.) three or four times daily. 


WARNING: Due to the high solubility in body 
fluids of “THIOSULFIL” and its acetyl form, the 
hazards of renal tubule obstruction are mini- 
mized. The usual precautions exercised with 
sulfa drugs generally should, however, be ob- 
served. In those rare instances where exan- 
themata, urticaria, nausea, emesis, fever or 
hematuria, are encountered, administration 
should be discontinued. 


CONTRAINDICATION: A history of sulfonamide 
sensitivity. 


SUPPLIED: NO. 786—“THIOSULFIL” FORTE —Each 
tablet contains sulfamethizole 0.5 Gm. (scored), 
in bottles of 100 and 1,000. 

ALSO AVAILABLE—NO. 785: “THIOSULFIL” 
—Each tablet contains sulfamethizole 0.25 Gm. 
(scored), in bottles of 100 and 1,000. No. 914— 
“THIOSULFIL” Suspension —Each 5 cc. (tea- 
spoonful) contains sulfamethizole 0.25 Gm., in 
bottles of 4 and 16 fluidounces. 


SUGGESTED DOSAGES: Adults: 0.5 Gm. four 
times daily. Infants: (Up to 20 lb.) 25 to 30 mg. per 
pound per day in four divided doses. Children: 
(20 to 50 Ib.) up to 150 mg. four times daily; (50 to 
75 |b.) up to 300 mg. four times daily; (over 75 |b.) 
adult dose. 


WHEN ANALGESIA IS DESIRED 
“THIOSULFIL’-A FORTE NO. 783: 


Each tablet contains sulfamethizole 0.5 Gm., and 
phenylazo-diamino-pyridine HCI 50.0 mg., in bot- 
tles of 100 and 1,000. 


CONTRAINDICATIONS: (1) a history of sulfonamide 
sensitivity and (2) due to the phenylazo-diamino- 
pyridine HCI component, renal and hepatic fail- 
ure, glomerulonephritis, and pyelonephritis of 
pregnancy with gastrointestinal disturbances. 
USUAL DOSAGE: Adults: 2 tablets, four times daily. 
Children (9 to 12 years): 1 tablet, four times daily. 
ALSO AVAILABLE: NO. 784 “THIOSULFIL”—A 
—Each tablet contains sulfamethizole 0.25 Gm., 
and phenylazo-diamino-pyridine HCI 50.0 mg,., in 
bottles of 100 and 1,000. USUAL DOSAGE: 
Adults: 2 tablets, four times daily. Children (9 to 
12 years): 1 tablet, four times daily. 


For references, see opposite page. 
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SAFELY MANAGES ALL EPISODES OF URINARY TRACT INFECTION 


(BRAND OF SULFAMETHIZOLE) 


THE ONE SULFONAMIDE THAT OFFERS 

™ Maximum urinary concentration of active, free sulfa at site of infection 
@ Rapid clearance (noncumulative) 

m@ Rare incidence of side effects 

@ High degree of clinical effectiveness 


INITIAL 


RECURRING 


CONTINUING 


“Thiosulfil” dosage schedules reported in the literature. 


INITIAL EPISODE (Acute Infection) 3 Gm./day' 


Based on 7 years’ clinical experience in treating 3,057 cases of upper and lower 
urinary tract infection, Bourque' found 3 Gm./day for 2 weeks (the average dosage 
employed in 97 per cent of patients) effective in most cases. 


RECURRING EPISODE ¢Fiare-up) 3 Gm/day' 


Same dosage as above. When longer therapy is required as in cases where there is 
stasis due to obstruction, administration may be continued at a lower dosage range. 


CONTI NUIN G EPISODE (Stasis/Obstruction) 2 Gm./day?? 0.5 Gm./day‘ 


Where infection remains latent due to causes which cannot be eliminated as in 
paraplegia, patients have been maintained symptom-free on dosage regimens rang- 
ing from 2 Gm. to 0.5 Gm./day. After initial control of acute symptoms, therapy may 
be continued indefinitely on a low dosage basis to guard against recurrence and pre- 
vent ascending infection. Many cases can be controlled with as little as 0.5 Gm./day. 


SUPPLIED: No. 786 — “Thiosulfil” Forte — Each tablet contains sulfamethizole 0.5 Gm. 
(scored), in bottles of 100 and 1,000. 


ALSO AVAILABLE — In urinary tract infection—to alleviate pain and control the infection: 
No. 783—“THIOSULFIL”®-A FORTE combines the sulfonamide specific for urinary tract 
infection with a potent analgesic for prompt, soothing relief of local discomfort. Each tablet 
contains sulfamethizole 0.5 Gm. and phenylazo-diamino-pyridine HCI 50 mg., in bottles of 
100 and 1,000 tablets. 


References: 1. Bourque, J.-P., and Gauthier, G-E.: L’Union Medicale 89:640 (May) 1960. 2. Cot- 
trell, T. L. C., Rolnick, D., and Lloyd, F. A.: Rocky Mountain M. J. 56:66 (Mar.) 1909. 3. Bourque, 
J.-P., and Joyal, J.: Canad. M.A.J. 68:337 (Apr.) 1953. 4. Hughes, J., Coppridge, W. M., and 
Roberts, L. C.: North Carolina M. J. 17:320 (July) 1956. 


Ayerst Laboratories 


New York, N. Y. * Montreal, Canada 
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What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


in a local medical 
society is a real economic necessity. Exclusion 
from such an organization results, as a prac- 
tical matter, in the deprivation of hospital 
facilities and amounts to a partial revocation 
of licensure to practice medicine. Such argu- 
ments were presented to the Court by a physi- 
cian seeking an order directing the county 
medical society to admit him to membership. 

The physician had gained membership to 
the society as an associate member. During 
such membership the society learned that the 
physician’s degree of Doctor of Medicine was 
based in part on academic credit for three 
years of study at a College of Osteopathy not 
approved by the American Medical Associa- 
tion. He had, however, consistently practiced 
surgery and obstetrics and had never practiced 
osteopathy. The society nevertheless informed 
him that he was no longer eligible for member- 
ship and deleted his name from its membership 
list. 

As a consequence two hospitals, on whose 
staffs the physician served, terminated his staff 
membership and precluded him from admit- 
ting and treating his patients therein. These 
hospitals, like other accredited hospitals in the 
area, require that a staff physician be a mem- 
ber of the county medical society. The hos- 
pitals impose the society membership require- 


ment in order to remain accredited institutions. 

The society maintained before the Court that 
it is a voluntary organization which is at lib- 
erty to prescribe its own rules without judicial 
interference. It may exclude a physician from 
membership at will, and such physician has 
no judicialiy enforceable right of admission 
to membership. In the interests of public health 
and welfare, it has adopted an unwritten 
standard for membership requiring an appli- 
cant to have completed four years of study in 
a medical school approved by the American 
Medical Association. This physician did not 
meet that standard and was therefore ex- 
pelled. 

The physician argued that the medical 
society possesses a monopoly over the use of 
local hospital facilities. Unless a physician is a 
member of a local medical society, he is barred 
from access to hospital staff privileges. The 
result is a real economic loss and a partial 
revocation of a license, granted by the State, 
to practice a chosen profession. Because of 
its monopolistic control over the practice of 
medicine, the medical society should be re- 
garded as an involuntary organization, subject 
to judicial review. 

The Court ordered the society to admit the 
physician to membership. On an appeal taken, 
how would you decide? Answer on page 180a. 
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LEDERLE INTRODUCES 


A NEW TRANQUILIZER 


Mephenoxalone Lederle 


nicali 
ck, 
® 


A NEW DEVELOPMENT : 
IN EMOTIONAL THERAPY 
FROM LEDERLE : 


HELPS THE 
PATIENT 
“BE HIMSELF’ 
AGAIN...CALM, 
YET FULLY 
RESPONSIVE... 
USUALLY 
FREE OF 
DROWSINESS 
OR EUPHORIA 
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TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which has 
shown the capacity to relieve mild to moderate anxiety and ten- 
sion without detracting significantly from mental alertness. 
Treated patients have shown little tendeney to become sleepy 
or detached from reality, or to experience euphoria as a result 
of the drug. They generally respond normally to everyday sit- 
uations ... require fewer restrictions on activities, and tend to 
complain less frequently. 

Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindications is available from your Lederle repre- 
sentative, or write to Medical Advisory Department. 

Average adult dosage: One 400 mg. tablet, four times daily. Supplied: 


Half-seored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. 
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Mephenozalone Lederle 


chemically distinct 
from previous tranquilizers 
CH,O CH,-NH 
—OCH,CH C=0 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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about that biliary dyspepsia... 


Give Supligol to increase the volume and flow of low viscosity 

bile through the biliary tree. The choleretic and hydrocholeretic 
action of the whole bile plus ketocholanic acids in Supligol effee- 
tively overcomes biliary stasis and aids fat digestion. 

The result is a rapid return to normal biliary function and relief 

of constipation, flatulence and abdominal discomfort. 
Contraindication : Complete biliary obstruction. 
Supligol®Tablets write for samples 
Whole bile plus ketocholanie acids 

American Ferment Division, Breon Laboratories Inc., New York 18, N. Y. 
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you can 

depend 

continued 


‘* Data presented in this report indi- 
cate that iron choline citrate [ferro- 
cholinate], a chelated form of iron 
...[is relatively free] from undesira- 
ble gastrointestinal effects,’”! 


CuEL-I[ron, in its various dosage 
forms, offers optimal assurance of 
effective therapy for more of your 
patients. Since it is neither ionized 
nor precipitated after ingestion, 
CuE.-Iron rarely causes the gastro- 
intestinal complaints reported with 
nonchelated iron salts, such as fer- 
rous sulfate or ferrous gluconate.'? 
Thus, your supplemental or thera- 


effectiveness 


Brand of Ferrocholinate* 


KINNEY & COMPANY, INC. Columbus, Indiana 


peutic iron regimen is uninterrupted, 
and full hematologic benefits are 
maintained. 


CuEt-IRon is also less likely to cause danger- 
ous toxic reactions on accidental overdosage.! 
Supplied: CuEu-Iron Tablets, 3 tablets equiv- 
alent to 120 mg. elemental iron, bottles of 100. 
CuéEt-Iron Liquid, 1 teaspoonful equivalent 
to 50 mg. elemental iron, bottles of 8 fl.oz. 
CueEt-Iron Pediatric Drops, 1 ce. equivalent 
to 25 mg. elemental iron, with calibrated 
dropper, bottles of 60 ce. 


1. Franklin, M., et al.: J.A.M.A. 166:1685, 1958, 


2. A.M.A. Council on Drugs: New and Non- 
official Drugs’1960, Philadelphia, Lippincott, 
1960, p. 521. 


*U.S. Pat. 2,575,611 
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TRADEMARK SULFA CREAM-—WF*) 


Triple Sulfa 
estroys a wide variety of vaginal bese : 


nal pH. effective m 
; and gynecologic conditions, this triple 


"amide cream promotes rapid healing, relieves inflammation, 
minimizes discomfort, and ificantly reduces odor and 


oe 78 Gm. with or without applic 


=~ 
THERAPY 
After Cervical Cauterization Postpartum C 


h 2 th One of the most significant advantages of Orinase therapy is 
W y iS e the rarity of associated hypoglycemic reactions. 

th | This widely-reported clinical benefit is a function of the 
me y exclusive Orinase methyl “governor.”’ Lending itself to ready 


“governor” oxidation (principally, it is thought, a hepatic process), the 


methyl group ensures prompt metabolic inactivation of the 
in Orinase Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
SO that has no hypoglycemic activity at the existing levels. 
. As a result of the oxidation of its methyl group, Orinase 
important? shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 


HOOC 


oxidation 


Orinase Metabolite 


< 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical fetteation for sooutione to Orinase are usually not of a serious 
Orinase is stable diabetes mellitus. Its use ngs natu and consist principally of gastrointestinal 
about blood disturbances. headache, and variable allergic skin 
manifestations, The gastrointestinal disturbances 
(nausea, ony ag So fullness, heartburn) and head- 
ache appear to be related to the size of the dose, 
and they frequently disappear when dosage is re- 
duced to maintenance levels or the total daily dose 
in di vided portions after meals. 
or maintained at allergic skin manifestations (pruritus, ery- 
thema, and urticarial,:morbilliform, or maculopap- 
the 'two-tablet level. | whichever ular eruptions) are transient reactions, which 
frequently disappear ba continued drug admin- 
Patients receiving insulin (less than 20 units)— istration. However, if the skin reactions persist, 

d t se; (20 to Orinase should be ‘iscontin ued. 


Clinical toxicity: Orinase appears to be remarkably 
free from gross clinical toxicity on ge basis of 


reduction in _— dosage a response t 

is ob: 5 

an Schedule is usu- ~ 

Sane during a trial course of two or of hepatic toxicity. There has been reported only 

one case of cholestatic jaundice related to Orinase 

Contraindications and side effects: Orinase is éon- administration, which occurred in a patient with 

pre-existing liver disease and which rapidly re- 
nse uns e or br e versed upon di 

mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. 


Side effects are mild, transient and limited to ap- 


Each 
Tolbutam: 


Supplied: In bottles of 50. 
*Trademark, Reg. U.S. Pat. Off.— 

from insulin to Orinase. Other d Upjohn June, 1961 
Copyright 1961, The Upjohn Company 


The Upjohn Company, Kalamazoo, Michigan | Upjohn ee 
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4 to 50¢% reduction in insulin dose with a further 
r, careful reduction as response to Orinase is ob- 
served; (more than 40 units)——reduce insulin by 
200 and initiate Orinase with a further careful an- : 


AFTER HOURS 


No man is really happy or safe without a hobby, and it makes precious little 
difference what the outside interest may be—botany, beetles or butterflies, 
roses, tulips or irises; fishing, mountaineering or antiquities—anything will 
do so long as he straddles a hobby and rides it hard—Sir William Osler 


As team physician for a high school athletic 
team for the past six years, Dr. Mays has always 
been enthusiastic about competitive sports and 
is even more enthusiastic since his son was an 
all-state football player last year. He tells us that, 
while this hobby can be relaxing, there is plenty 
of work involved. 


Fishing, golfing, and hunting have been the 
hobbies of Dr. Kappers for the past 17, 5, and 


10 years respectively. Dr. Kappers says, “it is 
quiet, peaceful and away from busy city life.” 
The fact that there are no phones on the lakes, 
rivers, or in the fields when hunting, is especially 
good for relaxing. “I usually take three, two-week 
vacations to break away . . . it seems there are 


For the past 25 years the study of languages 
has interested Dr. Bowers because, as he says, 
“I receive a great deal of satisfaction conversing 
in a foreign language.” In his opinion this is 
an ideal hobby for busy physicians since “it can 


be done at home in the short time that is avail- 
able each day.” As a change from studying lan- 
guages, and for complete relaxation, Dr. Bowers 
goes in for boating which, as he says, “completely 
removes me from my working environment.” 


For the past 10 years, target shooting (fire- 
arms) has been his main outside interest. “Its 
special appeal,” Dr. Smith says, “is that it can 
be completely enjoyed either alone or with friends, 
indoors or outdoors, summer or winter.” Then, 
too, he feels it can be of practical value in hunt- 
ing and self-defense. 


patients no matter where you go, so I prefer to 
get out of town and away from it all.” 
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retain their In the normal diet, eggs make a splendid contri- 


bution to good nutrition. Few foods contribute so 
many essential nutrients, so excellently balanced, 


merited place with so few calories. 


in this 


In the present concept of scientific dietotherapy, 
whether dietary adjustment is employed to pro- 
mote recovery or for prophylactic purposes, the 


pre S ent- day need to maintain sound nutrition is broadly realized. 


picture of 
sclenc e-guided linoleic acid to 


nutrition 


Hence most special diets—as used in America’s 
outstanding teaching hospitals—-contain eggs. 
Nutritional science recognizes the outstanding pro- 
tein value, the vitamin and mineral content, and 


All this and only 77 calories: 
One egg provides:* Also present: vitamins A, 
Protein. ..............656m. D, E, K, B:, Bo, Be, Bu, 


Carbohydrate.......... 056m. pantothenic acid, niacin, 
6Q6m. folic acid, biotin, and 
206m. essential minerals. 


*U. S. Department of Agriculture 
Home and Garden Bulletin No. 72, 
Sept., 1960. 


The nutritional statements made in this ad- 
vertisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


Poultry and Egg National Board 


8 South Michigan Avenve, Chicago 3, iil, 
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Unsaturated 
Oleic acid... ....2.5 Gm. 
Linoleic acid. ... .0.5 Gm. 
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serenity 
without 


somnolence 


with sharpened mental acuity 
and restoration of normal drive 


Permitil 


Fluphenazine dihydrochloride 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*-+-§ 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.1-2 

Measurement is made at selected sites with special constant tension calipers.® 


Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


the skinfold test 


Oextro-amphetamine sulfate with meprobamate 


for 

S LS measurable 

En fat loss 

NEW BAMADEX SEQUELS contain the appetite-suppressant, 
te d-amphetamine, effectively balanced with the tranquilizer, 


meprobamate, for sustained, effective appetite control 

without overstimulation of the central nervous system. One 

BAMADEX SEQUELS capsule suppresses appetite during the 

day...carries the patient through the critical period of 

| a compulsive eating ... helps establish a new pattern of eat- 
ing less — the ultimate aim of therapy. 


Each capsule contains: d-amphetamine sulfate, 15 mg., meprobamate, 300 mg. Dosage: One capsule daily, preferably 
in the morning. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 

REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM YOUR LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 

References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A.: Nutrition Abstr. & Rev. 20:247 
(1950). 3. Garn,$.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, !l1., 1958, 
p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 


(Lange Skinfold Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
University of Kentucky, Lexington, Kentucky) 


Letarie) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 
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Conservative management in the arthritic Through the ‘‘antidoloritic’’* effects 
of DECAGESIC you can maintain your patients with mild or moderate rheu- 
matoid arthritis on the lowest possible steroid dosage, yet obtain im- 
proved functional status and greater relief of pain. DECAGESIC provides 
DECADRON®, for suppression of inflammation, and aspirin, for control of 
pain on movement. In many patients, higher-dosage steroid regimens ma) 
be replaced without loss of control, and long-range treatment continuec 
with greater safety. 


Simplified, flexible dosage regimen 
For your patient— 
DECAGESIC® — 
Dexamethasone with aspirin and aluminum hydroxide 
Sig: 2 tabs B.1.D. 


Providing a total daily dosage of: 


1 mg. of DECADRON® dexamethasone 
2000 mg. of aspirin (acetylsalicylic acid) 
300 mg. of aluminum hydroxide (as the dried gel) 


Greater safety and economy The combination of DECADRON and aspirin in 
DECAGESIC reduces the likelihood of the hormonal effects frequently seen 
with high corticosteroid dosage and assures regular aspirin intake. You 
can also prescribe DECAGESIC with economy... cost of daily therapy is 
generally less than prednisone, prednisolone and other corticosteroids. 


Adds a natural sense of well-being The patient adequately maintained on 


DECAGESIC may be expected to return to work and take part in normal 
social activities, with a natural sense of well-being. 


| 


Indications: At B.1.D. maintenance levets—mild to moderate rheumatoid arthritis; at 
T.1.D. or Q.1.D. dosage levels—for acute, painful inflammatory musculoskeletal con- 
ditions and other conditions in which the conjunctive use of steroid and salicylate 
is indicated. 

Dosage: Average maintenance dosage 2 tablets B.1.D. Some patients may require one 
or two additional tablets in a T.1.D. schedule. In patients with occasional local flare- 
ups, Injection Decapron Phosphate in the affected joint will control the exacerbation, 
without the need for increased oral dosage. The usual precautions of corticosteroid 
therapy should be observed. Before prescribing or administering DECAGESIC or 
Decanron, the physician should consult detailed information on use accompanying 
the package or available on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of Decapron dexamethasone, 
500 mg. of aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present 
as the dried gel). Injection Decapron Phosphate in 5-cc. vials, each cc. containing 
4 mg. of dexamethasone 21-phosphate as the disodium salt; 8 mg. creatinine; 3.2 
mg. sodium bisulfite, USP; 10 mg. sodium citrate, USP; 5 mg. phenol, USP; sodium 


Decagesic maintains 


hydroxide, USP, to adjust pH; water for injection, q.s. 1 cc. 


*The term ‘‘antidoloritic’’ is used by Merck Sharp & Dohme to describe an agent 
designed to allay pain associated with inflammation— dolor = pain, itic = associated 
with inflammation. Decacesic and DECADRON are trademarks of Merck & Co., Inc. 


asl MERCK SHARP & DOHME ¢ Division of Merck & Co., inc., West Point, Pa. 


dexamethasone with aspirin and aluminum hydroxide 


conservative management of mild or moderate rheumatoid arthritis 
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MENINGEAL INFECTIONS 
effective cerebrospinal 
effective antibacterial action 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


In the management of certain meningeal infections, CHLOROMYCETIN offers unique 
advantages. It has been described by one investigator as ‘‘...the best chemother- 
apeutic agent for patients with H. influenzae meningitis....”1 In comparative in vitro 
studies,? CHLOROMYCETIN showed the “highest effectiveness” against Hemophilus 
influenzae, Diplococcus pneumoniae, streptococcus, and numerous other pathogens. 
Another report states: ‘Chloramphenicol is regularly detected in the cerebrospinal 
fluid when blood levels greater than 10 micrograms per ml. are reached.’” Blood levels 
of this magnitude are easily attainable with the administration of CHLOROMYCETIN by 
either the oral or parenteral routes. 

CHLOROMYCETIN effectively penetrates the blood-brain barrier;*® provides effective 
action against H. influenzae’*’® and other invaders of the meninges.®??°"* Product 
forms are available for administration by the intravenous, intramuscular, and oral 
routes. For these reasons, CHLOROMYCETIN has contributed conspicuously to the 
dramatic drop in mortality rates in meningeal infections caused by H. influenzae 
and other susceptible microorganisms. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocy- 
topenia, granulocytopenia) are known to occur after the administration of chloramphenicol. Blood 
dyscrasias have occurred after both short-term and prolonged therapy with this drug. Bearing in mind the 
possibility that such reactions may occur, chloramphenicol should be used only for serious infections 
caused by organisms which are susceptible to its antibacterial effects. Chloramphenicol should not be 
used when other less potentially dangerous agents will be effective, or in the treatment of trivial infec- 
tions such as colds, influenza, or viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheral blood changes, such as leuko- 
penia or granulocytopenia, before they become irreversible, such studies PARKE-DAVIS 
cannot be relied upon to detect bone marrow depression prior to develop- 
ment of aplastic anemia. 


PARKE, DAVIS 4 COMPANY, Detroit 32, Michigan 
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Antibacterial A 
79% 


Antibacterial Bo 


Antibacterial C 
54% 


~ Antibacterial E 
488 


Antibacterial F 
A5% 


in vitro sensitivity 
of Hemophilus 
influenzae to 


CHLOROMYCETIN 
and to eight other 


antibacterials* 


Sensitivity tests were done by the disc method 
on a total of 100 strains of H. influenzae obtained 
from clinical isolates from 1955 through 1958. 


*Adapted from Jolliff, C. R.; Engelhard, W. E.; 
Ohisen, J. R.; Heidrick, P. s.; & Cain, J. A.,2 with 
permission of the authors. 


References: (1) Smith, M. H. D.: Pediatrics 
17:258, 1956, (2) Jolliff, C. R., et al.: Antibiotics 
& Chemother. 10:694, 1960. (3) Harter, D. H., & 
Petersdorf, R. G.: Yale J. Biol, & Med. 32:280, 
1960, (4) Ross, S., et a/., in Welch, H., & Marti- 
Ibafiez, F.: Antibiotics Annual 1957-1958, New 
York, Medical Encyclopedia, Inc., 1958, p. 803. 
(5) McCrumb, F, R., Jr., ef al.: ibid., p. 837. 
(6) Alexander, H, E.: M. Clin. North America 
42:575, 1958. (7) Haggerty, R. J., & Ziai, M.: 
Pediatrics 25:742, 1960. (8) Baker, A. B.: Journal- 
Lancet 80:593, 1960. (9) Appelbaum, E., & Abler, 
C.: New York J, Med, $8:363, 1958. (10) Balter, 
A. M., & Blecher, I. E.: J. M. Soc. New Jersey 
57:479, 1960. (11) Redmond, A. J., & Slavin, 
H. B.: J.A.M.A. 175:708, 1961. s576) 
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the first complete 
physiologic regulator of 
Female cyclic function 


ENOVID 


(eRANO OF NORETHYNOOREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER) 

The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“‘pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during ENovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with ENovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 

3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis) , 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


4. Threatened abortion. Continuous 
ENOvID treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 

5. Endocrine infertility, Evovin has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
ENoviD corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of ENnovip is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during Enovin therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 
procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, 


which are not yet listed in the various reference books, can be pasted on 


file cards. This file can be kept by the physician for ready reference. 


Dactilase, Lakeside 


INDICATIONS: For a wide range of gastro- 
intestinal disorders in which pain, spasm, and 
gas are associated with faulty digestion, includ- 
ing nervous indigestion, dyspepsia, pancreatic 
insufficiency, postcholecystectomy, gastroenter- 
itis, biliary colic, postgastrectomy, spastic 
colon, heart burn, cardiospasm, pylorospasm 
and dysphagia. 

DEscCRIPTION: Each tablet contains Dactil, 
50 mg.; standardized cellulolytic enzyme, 2 
mg.; standardized amylolytic enzyme, 15 mg.; 
standardized proteolytic enzyme, 10 mg.; pan- 
creatin 3X, 100 mg. (equal in activity to 300 
mg., pancreatin N.F.), and taurocholic acid, 
15 mg. 


DosaGE: One tablet with or immediately 
following each meal. Tablets should be swal- 
lowed whole. 


SuPPLY: Bottles of sixty. 


Fungizone Lotion, Squibb 

INDICATIONS: For the treatment of those 
cutaneous and mucocutaneous monilial infec- 
tions that are amendable to topical anti-fungal 
therapy. 


DEscRIPTIONS: Contains 3% amphotericin 
B (30 mg. per cc.), thimerosal, titanium diox- 
ide, guar gum, propylene glycol, cetyl alcohol, 
stearyl alcohol, sorbitan monopalmitate, poly- 
oxyethylene sorbitan monolaurate, glyceryl 
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monostearate, polyethylene glycol monostear- 
ate, silica, silicone fluid, methylparaben, and 
propylparaben. 
DosaGE: Apply liberally to the monilial 
lesions two, three, or four times daily. 
SupPLy: 30 cc. bottle. 


Insect Repellent-Sunscreen, Cutter 

INDICATIONS: Used to repel mosquitoes, 
flies and other small flying insects, also to 
screen sun and wind. 

DESCRIPTION: Contains 28.5% N, N-di- 
ethylmetatoluamide, 1.5% other isomers; inert 
ingredient — 5% metahomomenthy] salicylate 
as sumscreening agent. 

DosaGE: Apply topically in a thin coating. 

SupPLy: One-oz. plastic bottle. 


Jefronic, Pitman-Moore 

INDICATIONS: Appetite stimulant and nutri- 
tive supplement. 

DESCRIPTION: Contains in each 5 ml.— 
Jefron, an iron carbohydrate complex provid- 
ing 100 mg. of elemental iron; 25 mcg. of 
cyanocobalamin; 10 mg. of thiamine HCI; 0.5 
mg. of riboflavin; and 1 mg. of pyridoxine HCI. 

DosaGE: Adults—One to two teaspoonfuls 
daily, preferably a. c. Children and Infants— 
One-half teaspoonful daily, preferably two 
hours before a meal. 

SuPPLY: Bottles of six oz. 

Concluded on page 74a 
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when G.I. patients 
double up with pain... 
double up on 
symptomatic relief 


(oxyphencyclimine plus ATARAX®) 


In peptic ulcer and functional bowel distress - 
ENARAX provides dual relief of symptoms: it de- 
creases acid flow and spasm...and relieves tension. 


Plus protection against flare-ups 
ENARAX works continuously... gives dependable 24- 
hour control, usually with b,i.d. dosage. 


Here’s how: ENARAX combines oxyphencyclimine, an 
inherently long-acting anticholinergic (no slip-ups 
due to coatings or timing devices), plus Atarax,* one 
of the best tolerated tranquilizers, to decrease ten- 
sion without increasing gastric secretion. The result: 
demonstrated success in 87% of cases.' 


Anticholinergics alone are often not enough. But G. |. 
complaints like ‘‘burning,’’ hyperacidity, pain, spasm 
and associated tension have one hopeful thing in 
common: they usually respond to your prescription 
for ENARAX. 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 
tablet twice daily—preferably in the morning and before retiring. 
Maintenance dose should be adjusted according to therapeutic 
response. Use with caution in patients with prostatic hyper- 
trophy and only with ophthalmological supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 
mg.) and ENARAX 10 (oxyphencyclimine HC! 10 mg., Atarax 
25 mg.), bottles of 60. 
1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OC. 
CULT BLEEDING IS PRESENT: HEPTUNA® PLUS — 
Balanced Hematinic Formula 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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all it takes 
for sustained protection in asthma 


One tablet on arising protects One tablet 12 hours later lets the 
through the working day, virtu- patient sleep, reduces the need for 
ally eliminates the need for emer- middle-of-the-night emergency 
gency daytime medication. medication. 


New Tedral 


Sustained-Action antiasthmatic 


™ protects against bronchial constriction = reduces mucous congestion 
= increases vital capacity and ability to exhale = reduces frequency and 
severity of asthmatic attacks = convenient b.i.d. dosage 


Each tablet contains 180 mg. theophylline, 48 mg. ephedrine HCl, 


and 25 mg. phenobarbital. 


mokers of TEDRAL GELUSIL PROLOID PERITRATE MANDELAMINE MORRIS PLAINS, N.J. 
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TEMPOTRIAD 


psycho-kinetic activator 


TEMPOTRIAD offers a practical approach Available as a scored tablet or 
palatable fruit-flavored liquid. 


Each TEMPOTRIAD tablet or 5 
exhaustion in those patients where an cc liquid contains: d-Ampheta- 


to alleviate ‘chronic fatigue’ or emotional 


mine sulfate 2.5 mg.; pentylen- 
etetrazol 100 mg.; caffeine 


TEMPOTRIAD fills a therapeutic void by anhydrous 100 mg. 


providing a mild, rapid and predictable Consult literature and dosage 
information available on re- 


lift for the lethargic patient. aquest before prescribing. 


underlying pathology has been excluded. 


‘Smith, Miller & Patch, 
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Low-back 
| muscle 
back 
in action 


Prompt relief...early recovery — in low-back cases, or for patients with inflammatory or traumatic musculo- 
skeletal complaints, RELA offers the promise of prompt relief and early recovery. In a study' of 212 conserv- 
atively treated low-back patients, 106 treated also with carisoprodol [RELA] were ‘back in action’ in one-fourth 


the time it took the conventionally treated group. RELA speeds recovery by a ee k ® 
. combination of effects — analgesic and muscle relaxant—to reduce spasm and 
| tension, relieve pain, restore mobility. Undesirable effects have been minimal. he 
; supptiep: Bottles of 30, 350 mg. tablets. REFERENCE: 1. Kestler, O.C.: J.A.M.A. 172:2039 (April 30) 1960. For 
: complete details, consult latest Schering literature available from your Schering Representative or the Medical | 


Services Dept., Schering Corporation, Bloomfield, New Jersey. n-008 


brand of carisoprodol 
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Concluded from page 69a 


Mono-Kay, Abbott 

INDICATIONS: For the prevention and treat- 
ment of hypoprothrombinemia. 

DESCRIPTION: Phytonadione synthetic vita- 
min K,. 

DosaGE: As prescribed by physician. 

SuPPLy: Injection (box of five and twenty- 
five) 1 mg. Ampoule; 10 mg. Ampoule, 25 
mg. Ampoule, 50 mg. Ampoule; Tablets, 5 mg. 
(box of fifty). 


Pediacof, Winthrop 

INDICATION: For children’s coughs due to 
colds, as well as coughs and congestive symp- 
toms associated with upper respiratory tract 
infections, such as croup, pharyngitis, laryngo- 
bronchitis, allergic bronchitis, and infectious 
bronchitis. 

DESCRIPTION: Each teaspoon contains co- 
deine phosphate, 5.0 mg.; Neo-Synephrine hy- 
drochloride, 2.5 mg.; chlorpheniramine male- 
ate, 0.75 mg.; potassium iodide, 75.0 mg. 

DosaGE: From six months to one year, one- 
quarter teaspoon; from one to three years, 
one-half to one teaspoon; from three to six 
years, one to two teaspoons, and from six to 
twelve years, two teaspoons. Given every four 
to six hours. 

SupPPLy: Bottles of 16 fl. oz. 


Renese, Pfizer 

INDICATIONS: Oral, non-mercurial diuretic 
for management of all conditions in which 
effective diuretic therapy is desired, such as 
congestive heart failure, renal edema, cir- 
rhosis and toxemia of pregnancy; also demon- 
strates hypotensive activity in both edematous 
and non-edematous patients, and effective 
when used with other antihypertensive agents 
such as Rauwolfia or ganglionic blockers. 

DESCRIPTION: Contains Polythiazide. 


T4a 


DosaGE: Usual initial or maintenance dose 
is 1 mg., 2 mg., or 4 mg. daily. 

SupPLy: Thirty tablets (1 mg.), thirty (2 
mg.), thirty (4 mg.). 


Soy Dome Lotion pH 5.0, Dome 

INDICATIONS: A replacement for ordinary 
soap in skin conditions. 

DESCRIPTION: Contains hexachlorophene 
3%, and colloidal soy bean complex in the 
Acid Mantle vehicle. 

DosaGE: Apply as soap by rubbing in gently 
twice daily. 

SuPPLY: 6 oz. bottles. 


Spartase Tablets, Wyeth 

INDICATIONS: For the management of many 
fatigue problems, whether or not associated 
with functional or organic disease. 

DESCRIPTION: Each tablet contains potas- 
sium aspartate, 250 mg.; magnesium aspartate, 
250 mg. 

DosaGE: Adults—two tablets after the 
morning and evening meals. Approximately 
four days’ therapy is required before a sub- 
jective clinical improvement may be noted; it 
is suggested that administration be continued 
for at least two weeks before the patient is 
re-evaluated. 

Supply: Bottles of 100. 


Vi-Penta Zestabs, Roche 

INDICATIONS: Multivitamin therapy. Partic- 
ularly for growing children and active youths 
and for adults who don’t like to swallow tab- 
lets. 

DESCRIPTION: Chewable vitamins. Each 
Zestab contains eleven vitamins. In five fruit 
flavors—each in a different color. 

DosaGE: One tablet daily, or as prescribed 
by a physician. 

SuppPLy: Bottles of thirty and one hundred. 
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OXYTETRAC LINE WITH GLUCOSAMINE 


New evidence* demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only “was often successful where other antibiotics 
had failed,” but also showed that “‘it is extremely well 
tolerated”; oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


The authors concluded that “there is good reason 
to consider it [Terramycin] one of the most effective 
agents for treatment of infection of the upper respira- 
tory tract. 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


OXYTETRACYCLINE WITH GLUCOSAMI 


SYRUP PEDIATRIC DROPS 


125 mg. per tsp. and $ mg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
conveniently preconstituted 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


"Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 


another reason why the trend is to 


Terramycin—versatility of dosage form: 


TERRAMYCIN Capsules— 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Intramuscular Solution— 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 
We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 

FORMERLY NAMED NOW NAMED 

Cosa-Terramycin® Capsules Terramycin® Capsules* 


Cosa-Terrabon® Oral Suspension Terramycin Syrup 
Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 
and simpler names for these Terramycin-comtaining formulations: 
Cosa-Terrastatin® Capsules Terrastatin® Capsules 
OralSispension Terrastatin for Oral Suspension 
in® Ca Terracydin® Capsules 
. and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Thiamine Mononitrate . . 10 mg. 
=... . 10 mg. 
100 mg. 
200 mg. 
Pyridoxine Hydrochloride . . . Omg. 
Calcium Pantothenate . . . 20 mg. 
. mcg. 


‘Theragra a Squibb trademark 
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@@utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac di S€aSECS “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


4 
disease. “ 2. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


American adult. 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition. J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coissmitn, ¢ a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.® “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W. 8B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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First Choice 


for safety, effectiveness and dependability * 


IN ACUTE AND CHRONIC 


RECENT PROOF OF CLINICAL EFFECTIVENESS OF URISED 


No. of Percent of 
Author Patients Satisfactory Side Effects 
Treated Response 
Sands! (Trigonitis) 83 83.2 One 
(mild rash) 
-Haas & Kay? (Acute and Chronic oe 
Urinary Infections) 50 97 None 
Renner,’ et al. (Common Urinary 
Infections) 50 . 96 None 
Marshall‘ (Cystitis) ~ Z 100 80 None 
Strauss® (Urinary Infections in 
the Aged) 50 72 None — 
TotalCases 333 


MEDICAL TIMES 
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URINARY TRACT INFECTIONS 


Urised rapidly provides soothing relief and combats infec- 
tion along the entire urinary tract. Effective in 80% 

90% of urinary tract infections,’> Urised establishes free 
urinary flow, thus overcomes urinary retention, stagnation 
and consequent bacterial growth. Urised contains no anti- 
biotics or sulfonamides, causes no renal damage, crystal- 
luria, or blood dyscrasias. It is effective in acid or alkaline 
urine, and reduces need for extensive laboratory work. 


Each Urised Tablet Contains: 
Atropine Sulfate..... gr. ++++1/2000 gr. 
With Methenamine, Methylene Biue, Benzoic acid, Salol and Gelsemium. 

indications: 
Soothing, urinary antisepti ti dic for rapid relief of pain, urgency, dysuria and 
frequency. Clinically safe and effective for treatment of acute or chronic cystitis, ure- 
thritis, pyelitis, pyelonephritis, prostatitis and ureteritis. 
Adults: 


2 tablets q.i.d. with full glass of water. Acute Cases: Start with 2 tablets every hour for 
three doses. 


Bottles of 100, 1000 and 2000 tablets. 


(1) Sands, R. X.: Trigonitis during Pregnancy: A Method of Treatment, New York St. J. 
Med. 61:2595-2602, 1961; (2) Haas, Jr., J., and Kay, L. L.: Management of Urinary 
Tract Infections, Southwest. Med. 42:30-32, 1961; (3) Renner, M. J., et al.: Urinary 
Tract Infections. Treatment with Antiseptic-Antispasmodic Agent, Hosp. Topics 39:71- 
73, 1961; (4) Marshall, W.: Treatment of Cystitis in General Practice. Clin. Med. 7:499- 
502, 1960; (5) Strauss, B.: Treatment of Urinary Tract Infections in the Elderly. Clin. 
Med. 4:307-310, 1957. 


(Co) CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Avenue, Chicago 40, Illinois 
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TOPICAL STEROID NEWS: 
BREAKTHROUGH IN THERAPY 


In steroid responsive dermatoses you 
may prescribe new Panzalone Cream for 
rapid healing without concern about side 
effects and cost-to-patient, even when 
used on extensive areas for prolonged 
periods. 


2% CREAM 


PANZALON 


delta-5-hemisuccinoxypregnenolone*, DOAK 


BREAKTHROUGH IN THERAPY 


because the 2% concentration of Panzalone Cream 

helps assure quick relief of symptoms and more 

rapid healing of lesions, 

because Panzalone is a new and fundamentally 

different steroid for topical application; it is non- 

corticoid and thus cannot produce corticoid side 

effects and 

because cost-to-patient of an Rx for Panzalone 

Cream, reflecting the economies in synthesis of 
_this new steroid, will be less than 4 the average 
~ for comparable topical steroid creams. 


Panzalone Cream is applied 3-4 times a day, supplied as 
15 Gram (¥2 02.) tubes. Each gram of water washable cream 
contains 20 mg. of delta-5-hemisuccinoxypregnenolone 
(A5-pregnen-3(8)-hemisuccinoxy-20-one), DOAK with 
Buro-Sol®, DOAK (equivalent to 3.38 mg. aluminum acetate), 
pH 5.5. Distributed in Canada by Trans-Canada Pharmacal 
Co., Montreal, P. Q. . PATENT PENDING 


DOAK Pharmacat co., inc. New York 16, N.Y. 
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Trihexyphenicay! HCI Lederle 
Widely used to control Parkinsonoid side effects of phenothiazine 
therapy, ARTANE is outstanding for sustained relief of rigid- 
ity and tremors, with little or no risk of further complications. 
ARTANE can often extend the usefulness of tranquilizers by 
minimizing the need to reduce or discontinue effective dosage. 
Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle Representative or write to Medical Advisory Department, 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


B.. on April 11, 1755, he maintained a medical 
practice at 1 Hoxton Square, London, that had been handed down 
to him at this address by his physician father and which he, in turn, 
at the same address, handed down to his physician son. A pupil 
of John Hunter, he took down the great surgeon’s lecture notes 
verbatim in his own shorthand. We have them today as they were 
published years later. 

He was a political reformer and member of secret anti-government 
societies, but a pamphlet he wrote in 1794, Revolutions without 
Bloodshed; or Reformation Preferable to Revolt indicates his approach 
in an age of revolution on both sides of the Atlantic. 

The so-called radical ideas that he espoused are today considered 
the most primitive justice. Here are some of them in his own words. 

“Some proportion might be preserved between Crimes and Punish- 
ments and the starving purloiner of a few shillings not suffer the same 
punishment as a murderer.” 

“The Poor Laws might be amended, and a poor man not be liable 
to be sent to prison for moving out of his own parish to seek 
employment.” 

“Workmen might no longer be punished with imprisonment for 
uniting to obtain an increase of wages...” 

He was also a leading paleontologist, built a famous collection 
of fossils found in the London area and wrote the imposing works, 
Organic Remains of a Former World (1804-11) and Outlines of 
Oryctology (1822). 

Dr. L. G. Rowntree of Johns Hopkins University in 1912 pub- 
lished the results of his personal pilgrimage to England that give us 
almost all our knowledge of the man. He found» the record of his 
death, on Dec. 21, 1824, at 69, in the parish register, but no record 
of his grave or stone in the parish cemetery. 

He would be unknown to us today, in fact, if not for his writing 
in 1817 of his Essay on Shaking Palsy, which first describes the 
disease that now bears his name. Can you name this doctor? 
Answer on page 230a. 
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THE 
ORAL 
ANTIANEMIA 
THERAPY 
THAT 
CAN BE 
GIVEN 
ON AN 
EMPTY 
STOMACH 


Delivers 88% of its controlled release iron after the first half-hour 


Result: less iron in the stomach, less gastric irritation 


In view of the multiple factors which can adversely af- 
fect iron absorption, it has been stated that, “‘. . . thera- 
peutic iron should be given on an empty stomach.”’! 
But, in the past, this meant a greater incidence of side 
effects such as nausea, abdominal pain, diarrhea or con- 
stipation, and even heartburn. 

Iberet solves this problem by a smoothly controlled 
release of the major portion of its iron content after it 
leaves the stomach. Maximal release occurs where it 
can do the most good—in the intestinal tract—reducing 
the incidence and severity of gastrointestinal upset 
without impairing the therapeutic efficacy. [beret is ex- 
clusively formulated with the Ferrous Sulfate in Gradumet 
form so that it can be given on an empty stomach. 

The importance of the B-complex? and ascorbic acid 
to all cellular metabolic functions has been pointed out.’ 
For this reason, therapeutic B-complex plus vitamin C 
are added to the Iberet formula to obtain maximal 
hematopoiesis in the shortest possible time. 


In this half, 525 mg. 
of ferrous sulfate are 
provided in the 
ingenious Gradumet 
vehicle—engineered 
to deliver maximum 
release after the tablet 
is out of the stomach. 


Here, to help 

insure maximal 
hematopoiesis, is 
therapeutic B-complex 
plus 150 mg. of 
vitamin C. 


Just one Iberet Filmtab® a day supplies potent anti- 
anemia therapy—provides approximately the same 
hemoglobin response as ferrous sulfate given two or 
three times a day. Give Iberet at any time of day or 
night, even on an empty stomach. Iberet delivers most 
of its iron when and where it’s best used —in the intestine. 


JUST ONE DOSE DAILY PROVIDES: 


Controlled-Release Iron 
*Ferrous Sulfate, U.S.P..................... 525 mg. 
(Elemental lron—105 mg.) 


Plus Therapeutic B-Complex 


Cobalamin (Vitamin Biy)..................... 25 mcg. 
Thiamine Mononitrate......................... 6 mg. 
Pyridoxine Hydrochloride...................... 5 mg. 
Calcium Pantothenate ....................... 10 mg. 
Pius Vitamin C 

150 mg. 


NOTE: Filmtab® Fero-Gradumet™ with 105 mg. of Elemental Iron 
only, in long-release dose form, is also available. 


‘Woodruff, C.W., “Iron”; Borden’s Review of Nutrition Research, 20:61, 1959. 
*Vilter, R.W., “ ‘Essential Nutrients in the Management of Hematopoietic 
Disorders of "Human Beings”; Am. J. Clin. Nutrition, 3-72, 1955 

‘Brown, M.J., “Nutritional in Surgery”; Surg. 
Clin. North America, 34-1239, 

*in controlled-release dose fo 

Filmtab—Film-sealed tablets, "Abbott: U.S. Patent No. 2,881,085. 
iberet—Vitamin B-Complex, Vitamin C, and Controlied- Release Iron, Abbott. 
Fero-Gradumet—Ferrous Sulfate in Controlied-Release Dose Form, Abbott. 
TM—Trademark 110023 
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Geriactive with G 


Filmtab® @ 


éerilets 


ABBOTT 


Geriatric Supportive Formula, Abbott 


He’s crossed a somewhat arbitrary point in life over 
into what’s been dubbed ‘‘the geriatric years.’’ In 
many ways, though, you’d never really know it. (Not 
to suggest that he’d seriously consider following the 
eiusive current leading to Easter Island.) 

But, he is nonetheless busy. He works. . 
hobbies.. 


. has 
. keeps up with the world around him. 


And one way for you to help keep your geriatric’s 


attitude optimistic, rather than diffident, is through 
Filmtab Gerilets. For, with Gerilets, you're prescrib- 
ing dietary and therapeutic support which can con- 
tribute towards: improving functions illness or age 
have impaired—toning up the patient’s appetite— 
brightening his overall outlook. 

Dosage? Easy. Just a single, tiny pleasant-to-take 
Gerilets Filmtab a day. 


ONE GERILETS FILMTAB PROVIDES: 


B-Complex Vitamins 

Thiamine Mononitrate (Bi) 5 mg. 
Riboflavin (B2)..... 5 meg. 
Hydrochloride 


Nicotinamide.......... 20 mg. 
Caicium Pantothenate....... 5 mg. 
Oil Soluble Vitamins 

Vitamin A.... 1.5 mg. (5000 units) 
Vitamin D... 12.5 — 


Vitamin E............ 10 Int. units 
Hematopoietic Factors 
Cobalamin (Vitamin Biz)... 5 mcg. 


Ferrous Sulfate, USP....... 75 mg. 
(representing 15 mg. elemental iron) 


*Folic Acid........ 0.25 mg. 
Capillary Stability 


Ascorbic Acid (C)........... 50 mg. 


Lipotropic Factors 

Betaine Hydrochioride..... 50 mg. 
Anti-Depressant 


thhoth 


Hormones 


Sulestrex® 
(Piperazine Estrone Sulfate, Abbott) 


Methyitestosterone........ 2.5 mg. 
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; Quertine®................ 12.5 mg. 
(Quercetin, Abbott) 
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WHY ACID MANTLE? 


A DISTINCT THERAPEUTIC ENTITY* 
Restores and maintains skin’s normal protective acidity — speeds natural 
healing and helps sensitive skin resist irritants and infection. 


A NOTABLE VEHICLE 


Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin — increases response 
through its own therapeutic action. 

*Supplied: in Creme and Lotion (pH 4.6) 


IN THE TREATMENT OF STUBBORN 
DERMATOSES, YOU CAN EXPECT 
RESULTS LIKE THESE WITH 


COR-TAR-QUIN 


pH 5.0 
Response of 113 Patients 
with various skin disorders to Cor-Tar-Quin Creme and Lotion? 


Condition ated Improved 
Neurodermatitis | 41 | 18 oT 4 
Atopic eczema 16 
Tinea cruris 3 
Other dermatoses 16 4 12 is 
‘TOTALS 113 50.44%) 20%) 


“Especially effective” for lesions characterized 
by SCALING, LICHENIFICATION AND INFECTION 


Description: Cor-Tar-Quin is a unique topical creme or lotion, combining 
micro-dispersed hydrocortisone alcohol, 42%, or liquor carbonis deter- 
gens 2% and diiodohydroxyquinoline 1% in the Acid Mantle® vehicle. 


Reference: (1) Olansky, S.: Antimicrobial-Steroid-Tar Combination in Treatment of 
Subacute and Chronic Dermatoses, J.M.A. Georgia 50:398 (Aug.) 1961. o26es 


O Ae WORLD LEADER IN 
DERMATOLOGICALS 


CHEMICALS ING. 
: ee NEW YORK 23, NEW YORK f 
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mutually potentiating teroid antirh tics 
“superior to aspirin”? and with a “higher ‘therapeutic index’”?! 
When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fabdlet: 


Sodium salicylate (5 gr.) 

0.3 Gm. 
Sodium para-aminobenzoate 
: (5 gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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FOR YOUR CLINICAL TRIAL— 


BECAUSE VAPONEFRIN HAS SUCH AN OUTSTANDING RECORD OF SUCCESS WITH INTRACTABLE ASTHMA 
AND EMPHYSEMA PATIENTS, WE MAKE THIS UNUSUAL OFFER... 


onefrin Inhalation Set 
for your difficult-to-manage 


asthma patient!....... 


PROVE THE UNEXCELLED EFFICACY OF VAPONEFRIN 
(RACEMIC EPINEPHRINE) WITH YOUR DIFFICULT-TO-MANAGE 
ASTHMA PATIENT! 


The test of efficacy with any medication can usually be best 
determined in a difficult case—the case that has not as yet re- 
sponded satisfactorily to therapy...and is frequently judged ‘in- 
tractable.’ This is why we say, select one of your difficult-to-man- 
age asthma patients to determine the outstanding advantages of 
Vaponefrin (racemic epinephrine). Over 163 published clinical 
evaluations and standard textbook references* present such an 
impressive record of success that we offer a Vaponefrin Inhalation 
Set to your patient free—confident that you will find it the most 
effective therapy for continued use. The Set will be sent to your 
office so that you may present it to the patient and instruct him on 
its use. 


VAPONEFRIN PROVIDES FREE BREATHING IN ASTHMA, 
EMPHYSEMA AND CHRONIC BRONCHITIS 


The clinical advantages of Vaponefrin (racemic epinephrine) are 
abundantly stated in the literature. It can be used confidently 
even in hypertensive or cardiac patients'/is less likely to cause 
tachycardia than isoproterenol*/causes virtually no pressor 
effects’ / is far more stable than l-epinephrine.* 

And, unlike many nebulizers which produce an ineffective “rain” 
of droplets—the Vaponefrin Nebulizer provides a penetrating 


mist, consistently produces particles in the critical range of 0.5 to 
3 microns.° 


SUPPLIED: Solution, bottles of 7.5, 15 and 30 cc.; Nebulizers, Standard and 
Pocket size. Also Aerosol Unit. REFERENCES: 1. Digilio, V. A., and Munch, J. C.: 
Ann. Allergy 13:257, 1955. 2. Bickerman, H. A., and Barach, A. L., in Modell, W., 
Ed.: Drugs of Choice, St. Louis, The C. V. Mosby Co., 1958-59, p. 582. 3. Farber, 
S. M., and Wilson, R. H. L.: Ann. Int. Med. 50:1241, 1959. 4. Munch, J. C., et al.: 
J. Am. Pharm. A. (Scient. Ed.) 40:526, 1951. 5. Segal, M. S., and Dulfano, M. J.: 
Chronic Pulmonary Emphysema, New York, Grune & Stratton, 1953, pp. 99-100. 
*Bibliography available on request. 


The VAPONEFRIN Company © 666 Fifth Ave. ¢ New York 19, N. Y. © Attention: Professional Service Dept. 
In Canada ¢ 95 Tycos Drive ¢ Toronto 19, Ontario 


Gentlemen: Please send me a complimentary Vaponefrin Inhalation Set for clinical evaluation with the patient indicated. 


Name 
Street 
City_ 


Patient Identification 
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RAMSES* prophylactics— 
to prevent re-infection in 
vaginal trichomoniasis. 


Confirming the views of many others,’* 
Romney* has recently pointed out that 
Trichomonas may be harbored asympto- 
matically in the male and transmitted 

to the female to produce a resistant 
vaginitis; and that ‘‘. .. therapy which 
is directed solely towards the female 
patient is unrealistic and ineffectual.’’ 
For this reason, the husband’s coopera- 
tion must be enlisted in order to end 
this cycle of infection and re-infection. 


Husbands appreciate 
RAMSES, 

the prophylactic with 
“built-in” sensitivity. 


The exquisite sensibility preserved by 
this tissue-thin, natural gum-rubber 
sheath of amazing strength and solid 
clinical reliability places RAMSES 
almost out of human awareness. Without 
imposition or deprivation for the sake 

of cure, the routine use of RAMSES 
with ‘‘built-in’’ sensitivity is readily 
adopted, even by the husband who fears 
loss of sensation. 


1. Karnaky, K. J.: South. M. J. 61:925 
(July) 1958. 

2. Giorlando, S. W., and Brandt, M. L.: 
Am, J. Obst. & Gynec. 76:666 (Sept.) 1958, 

3. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 

4, Romney, 8S. L.: M. Se. 8:235 (Aug. 25) 1960. 


® JULIUS SCHMID, INC. 
423 West 55th Street 
New York 19, N.Y. 
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for more effective 


Mylanta Tablets: 


ONE TABLET CONTAINS: 
Magnesium Hydroxide ...... 


Aluminum Hydroxide ....... 
(Dried Gel) 


Methylpolysiloxane (activated). 20 mg. 


Mylanta Liquid: 
ONE TEASPOONFUL CONTAINS: 
Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(equiv. to Dried Gel, U.S.P.) 


Methylpolysiloxane (activated). 20 mg. 


SUGGESTED DOSAGE: To be taken 
between meals and at bedtime. Tablets: 
One or two tablets, well chewed. 
Liquid: One or two teaspoonfuls. 


AVAILABLE: Boxes of 100 MyLanta 
TasLets and 12 ounce bottles of My- 
LANTA at all pharmacies. 


Write for professional samples. 


12769 / 4108 


and gastrointestinal distres¢ 


Combines 


The best known antiflatulent MYLICON 


The best known antacids 
(Magnesium Hydroxide, Aluminum Hydroxide ) 


+ ANTAC!D 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress. MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster » Works longer » No chalky taste * Soft easy-to-chew 
tablets Pleasant tasting liquid Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA 


200 mg. 
F 


in depression 
for greater 
emotional stability. 

‘in the aging patient 


TOR ANIL 10 mo. sor geriatric 


d of imipramine hydrochloride = 


During the declining years, frustration aris- 
ing from declining capacity to participate 
in social and family activities often leads 
to depression, manifested frequently in 
unpredictable swings of mood.! 


The value of Tofranil in restoring the de- 
pressed elderly patient to a more normal 
frame of mind has received strong support 
from recent studies.!-3 Under the influence 
of Tofranil, such symptoms as irascibility, 
hostility, apathy and compulsive weeping 
are often strikingly relieved with the result 


that life becomes easier both for the pa- 
tient and those around him. 


Since the dosage requirements of elderly 
patients are lower than those of the non- 
geriatric patient, Tofranil is made available 
in a special low dosage 10 mg. tablet 
designed specifically for geriatric use. 
Full product information regarding dos- 
age, side effects, precautions and contra- 
indications available on request. 
References: 1. Cameron, E.: Canad. Psychiat. 
A. J., Special Supplement 4:S160, 1959. 


2. Christe, P.: Schweiz. med. Wchnschr. 90:586, 
1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 


Tofranil®, brand of imipramine hydrochloride: 
Triangular tablets of 10 mg. for geriatric use; 
also available, round tablets of 25 mg., and 
ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution 
(1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York T0-657-61 
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1. A frequent occurrence in Marfan’s 
syndrome is: 

A) Ectopia lentis. 

B) Strabismus. 

C) Miosis. 

D) Nystagmus. 

E) Visual Field defects. 


2. Periodic familial paralysis has been found 
to be associated with periodic changes. in 
serum concentrations of: 

A) Potassium. 

B) Sodium. 

C) Phospholipids. 

D) Cholinesterase. 

E) Calcium. 


3. Most cases of hematogenous osteomye- 
litis are caused by: 

A) Streptococcus pyogenes. 

B) Mycobacterium tuberculosis. 

C) Staphylococcus aureus. 

D) Neisseria gonorrhoeae. 

E) Diplococcus pneumoniae. 


4. Raynaud’s phenomenon is frequently an 
early manifestation of: 

A) Dermatomyositis. 

B) Scleredema. 

C) Ergo poisoning. 

D) Ménckeberg’s sclerosis. 

E) Pheochromocytoma. 
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These questions were prepared especially for Medical Times by 
the Professional Examination Service, a division of the American 
Public Health Association. Answers will be found on page 230a, 


5. A cerebral hemorrhage causing ipsilateral 
ptosis, outward deviation of the eye, dilation 
of the pupil, and contralateral paralysis of the 
arm and leg would be situated in the: 

A) Cerebellum and 3rd nerve nucleus. 

B) 4th nerve and 6th nerve nuclei. 

C) 4th nerve nucleus and pons. 

D) 3rd nerve nucleus and cerebral peduncle. 

E) Cerebral cortex. 


6. The liver disease causing the highest rise 
in gamma globulins is: 

A) Primary hepatic carcinoma. 

B) Cirrhosis. 

C) Serum hepatitis. 

D) Obstructive jaundice. 

E) Infectious hepatitis. 


7. Heparin is a: 
A) Polysaccharide. 
B) Steroid. 

C) Peptide. 

D) Lipid. 

E) Protein. 


8. For performing an appendectomy on an 
8-year-old boy with uncomplicated acute ap- 
pendicitis which one of the following anesthetic 
procedures would probably be the safest under 
average operating room conditions? 

A) Intravenous thiopental. 


Continued on page 94a 
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Prolonged relief 
may last up to 12 hours after 
administration . . . permits 
uninterrupted sleep at night 

. . . does not interfere with 


daytime alertness . . . only 
the muscles in spasm re- 
spond . .. no lessening of 
general muscle tonus. 


Contraindications: 
Routine precautions against use of 
anticholinergic drugs should be 
observed. Norflex should be used 
with caution in glaucoma, 
tachycardia, or urinary retention. 


Simple dosage (or all adults regardless of age 
or sex: 2 tablets daily—one in 


the morning, one in the evening — 
easily remembered . . . offers 
better patient cooperation. 


NORFLE-< is a product of 


°U,S. Patent No. 2,567,351; Riker Northridge, California 


other patents pending 
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quickly resolves the spasm... 
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without rebound 


as long as 


most colds last. 


BRAND OF TETRAHYDROZOLINE HYDROCHLORIDE 


for nasal congestion 


“The ‘fatigue’ phenomenon, in which the 
nasal congestion no longer responds after 
frequent use of nose drops over a prolonged 


PEDIATRIC 


period, was not encountered with Tyzine solu- 
tion, even in patients using it regularly for as 


long as two weeks.” 


NASAL SOLUTION 
NASAL SPRAY 


NASAL DROPS 


Menger, H.C.: New York J. Med. 55:812, 1955 


IN BRIEF, 


TYZINE is tetrahydrozoline hydrochloride, a 
sympathomimetic amine with potent decon- 
gestant properties. Relief is almost immedi- 
ate and lasts four to six hours after a single 
administration. Virtually free of sting or burn 
and rebound congestion...odorless and 
tasteless. TYZINE is not significantly ab- 
sorbed systemically when used as directed 
..does not impair ciliary activity...and is 
physiologically buffered to pH 5.5. 


INDICATIONS: Relieves inflammatory hyper- 
emia and edema of the nasal mucosa and 
congestive obstruction of sinus and eusta- 
chian ostia, as may occur in the common 
cold, hay fever, perennial vasomotor rhinitis, 
chronic hypertrophic rhinitis, and sinusitis. 


DOSAGE ANO ADMINISTRATION: Adults and Chil- 
dren 6 Years and Over—2 to 4 drops of 
TYZINE (0.1%) in each nostril as needed, 
not more often than every three hours. When 
using TYZINE Nasal Spray, insert tip of 
plastic bottle into nostril, tilt the head 
slightly forward from an upright position, 
and squeeze sharply 3 or 4 times, not more 
often than every three hours. 

Important: Use TYZINE Pediatric Nasal 
Drops (0.05%) for children under 6 years. 
The 0.1% concentration is contraindicated 
in this age group. 

SIDE EFFECTS: Transient mild local irrita- 
tion after instillation has been reported in 
rare instances. 


Precautions: Avoid doses greater or more 
frequent than those recommended above. 
Use with caution in hypertensive and hyper- 
thyroid patients. 


Overdosage may cause drowsiness, deep 
sleep, and, rarely, marked hypotension or 
even shock in infants and young children. 
KEEP OUT OF HANDS OF CHILDREN OF ALL AGES. 
supp.ieo: Nasal Solution, 1-oz. dropper 
bottles, 0.1%. Nasal Spray, 15 cc., in plastic 
bottles, 0.1%. Pediatric Nasal Drops, ‘/2-oz. 
bottles, 0.05%, with calibrated dropper. 


More detailed professional information avail- 
able on request. 


Science for the worla’s well-being® (Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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STEROIDS: FAR FROM ROUTINE THERAPY IN 
RHEUMATOID ARTHRITIS. “...it would now appear 
that the steroids should be employed infrequently in 
rheumatoid arthritis, and, when used, long-continued 
therapy should be avoided and the dosage reduced to 


the lowest possible level.” [New and Nonofficial Drugs 1961, 
Philadelphia, J. B. Lippincott Co., 1961, p. 598.] 


PLAQUENIL: EFFECTIVE LONG-TERM THERAPY 
THAT SPARES STEROIDS. Many physicians are now 
evaluating Plaquenil, the non-steroid antirheumatic 

of choice. Quite simply, Plaquenil pro- 


in rheumatoid arthritis vides conservative, safer, long-range 


management of rheumatoid 

IS THIS THE ER A arthritis. While the steroids 
often result in dramatic short- 

term improvement, Plaquenil affords 

()f STEROID a more practical, lasting solution to 
the long-term problems of this long- 

term disease, and makes it possible 


DISENCH AN T- to utilize steroids sparingly. 
O This is how: Full steroid dosage 


may be necessary only during the “latent’”’ period 
MENT? of Plaquenil’s cumulative action. Since two to 
* four weeks may elapse before Plaquenil-treated pa- 
tients experience subjective improvement, and six to 

twelve weeks before objective benefits are noted, it is 
advisable to maintain adequate steroid dosage when 
indicated—but only when indicated—during this time. 
Thereafter, as Plaquenil exerts greater therapeutic ef- 

fects, steroid dosage may be reduced gradually. Sali- 

cylates too may be withdrawn as the need for adjunc- 

tive analgesia is diminished. 0 The rheumatoid 
arthritic patient is then continued on Plaquenil; gener- 

ally, no additional medication is required. Once im- 
provement has been achieved, it can usually be 
maintained, since Plaquenil is the best tolerated of 


the 4-aminoquinoline compounds used in rheuma- 
toid arthritis. 


MEDICAL TIMES 


= 
92a 


MAJOR IMPROVEMENT IN 60 TO 83 PER CENT 
OF PATIENTS. Clinical experience has shown that 
after six to twelve months of continuous administra- 
tion, Plaquenil causes major improvement in 60 to 83 
per cent of patients: subsidence of the active inflam- 
matory process, diminution of joint effusion, slow fall 
in sedimentation rate, gradual rise in hemoglobin, 
relief of pain and tenderness, increased mobility, im- 
provement in muscle strength, increase in finger dex- 
terity, improvement in flexion deformities, diminution 
or disappearance of swellings and rheumatic nodules. 
There is a low incidence of major relapse following 
attainment of maximum improvement. 0 Plaquenil 
sulfate, 200 mg. tablets. Initial dose: 2 or 3 tablets 
daily. Maintenance dose: 1 or 2 tablets daily. Write for 
booklet containing complete clinical experience, side 
effects, precautions, etc. 0 When the patient also re- 
quires analgesia, Plaquenil with aspirin is available as 
Planolar (Plaquenil 60 mg. with aspirin 300 mg.). 


PLAQUENIL ...is not a steroid 
... provides conservative therapy 
... affords lasting benefits 
.. Spares steroids 
...iS generally well tolerated 
PLAQUENIL ... acts cumulatively 
... reduces need for steroids 
.. reduces need for analgesics 
.. works in conjunction with both 
steroids and aspirin 


PLAQUENIL ... produces major improvement 
in 60 to 83 per cent of patients 
. results in. a low incidence of 
major relapse 


® 
SULFATE 


NON-STEROID ANTIRHEUMATIC FOR SAFE, LONG-TERM THERAPY 


LABORATORIES 
New York 18, N. Y. 


Plaquenil (brand of hydroxychloroquine), trademark reg. U. S. Pat. Off. Planolar, trademark. 
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mi ed iq AF i z Continued from page 89a 


B) Ether inhalation. 10. Polymorphonuclear leukocytes show 
C) Low spinal anesthesia with supplement- negative chemotaxis in their reaction to: 
ary tribromoethanol. A) Tubercle bacilli. . 
D) Low spinal anesthesia with supplement- B) Large virus particles. 
ary intravenous thiopental. C) Silicic acid. 
E) Low spinal anesthesia. D) Iron particles. 
E) Pollens to which the donor is allergic. 
9. The laboratory test of greatest value in 
diagnosing paroxysmal cold hemoglobinuria is: 11. The blood volume of a newborn infant, 
A) The Donath-Landsteiner test. expressed in milliliters per kilogram of body 
B) Serum electrophoresis. weight, is about: 
C) Spectrophotometric analysis of the A) 50. 
serum. B) 75. 
D) Demonstration of the Arthus phenome- C) 95. 
non. D) 110. 
E) The indirect Coombs test. EB) ‘12S. 


BRINGS RESULTS 
SOONER 
AND MORE EFFICIENTLY 


IN MANY CASES OF 


acne 


-..and relieves excessively dry, 


scaly skin in chronic eczema 


2 
d 
i 
: 
: 


12. The most common retroperitoneal tumor D) A nonspecific infection. 
is a: E) Unknown causes. 
A) Lymphoma. 


B) Reticulum cell sarcoma. 
1 
C) Dermoid cyst. 5. As a patient with hepatic disease recov 


ers, fistula bile might show a: 


D) Fibrosarcoma. A) Decrease in volume and increase in 


E) Pheochromocytoma. 


protein. 
B) Decrease in volume and bile salts. 

13. Secondary myoglobinuria may be caused C) Increase in electrolytes, albumin, and 
by: glucose. 

A) Pneumococcal pneumonia. D) Increase in volume and hemoglobin. 

B) Atypical viral pneumonia. E) Decrease in chlorides and increase in 

C) High voltage shock. bile salts. 

D) Uremia. (Mediquiz concluded on page 104a) 

E) Ornithosis. 

ANY QUESTIONS? 

14. Fever in the course of congestive heart If you are interested in preparing MEDIQUIZ 
failure is usually due to: questions on internal medicine or general prac- 

A) Lobar pneumonia. tice, write for information to Mrs. Ruth Shaper, 

B) Myocardial infarction. Professional Examination Service, 1790 Broad- 

C) Bronchopneumonia. way, New York 19, New York. 


ae faster, more complete 


absorption because micro- 
scopic aqueous vitamin A parti- 
capsules 


cles pass through intestinal 
ae the original aqueous, natural vitamin A capsules 


barrier more readily... 


more effective because 
aqueous, natural vitamin A pro- 
duces higher blood levels faster, 
and may diffuse more readily 
into affected tissues. 


good tolerance because 
“burping” and allergenic factors 
have been removed. 


for more dependable faster re- 
sults Rx Aquasol A capsules. . 
whenever vitamin Ais indicated in 


acne + dry skin - chronic 
eczemas + metaplasia of the 
mucous membranes - folli- 
cular hyperkeratosis - night 
blindness - lowered resist- 
ance to infections 


three separate high potencies (water- 
Samples and literature upon request. solubilized natural vitamin A) per 


capsule: 
u. s. vitamin & pharmaceutical corporation 


25,000 U.S.P. units 
Arlington-Funk Laboratories, division 50,000 U.S.P. units 
. 


New York 17, N. Y. i 100,000 U.S.P. units 
Bottles of 100, 500 and 1000 capsules. 


When vitamin A in high dosage is 
given for a prolonged period, it is 
advisable that treatment be inter- 
rupted at intervals to avoid possible 
hypervitaminosis. 


‘ 
: 
‘ 
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OUR MAN IN UGANDA 


Dauntless and determined, our intrepid investigator has swung from branch to branch 
through equatorial Africa, interviewing primates of all status groups, to ferret out fact 
from folklore about the common cold. According to Dingle*, colds seem to be exclusively 
a disease of primates. Besides Man, only the chimpanzee has been known to catch colds. 
*Dingle, J. H.: J. Immunology 87:91 (Aug.) 1958. 


the search goes on 
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but until a cure 1s found... 


NOVAHISTINE’ 


FOR THE EVERYDAY COLDS 
OF YOUR EVERYDAY PATIENTS 


Although Novahistine formulas haven't cured a single cold 
. .. they have been prescribed for relief of symptoms in 
more than 11,700,000 patients in the last 9 years, according 
to National Prescription Audits. 


Novahistine Elixir 


Novahistine Elixir aids in shrinking congested 
mucous membranes, opening up air passages, promoting 
sinus drainage and helping prevent mouth breathing. 

It helps avoid the necessity for nose drops or other topical 
medication. And, Novahistine Elixir tastes good. 


Each 5 ml. teaspoonful contains: phenylephrine HCl, 
5.0 mg.; chlorprophenpyridamine maleate, 2.0 mg.; 
chloroform, approx. 13.5 mg.; |-menthol, 1.0 mg. 
For children over 6: 1 teaspoonful 3 or 4 times daily. 
For infants: % to 4% teaspoonful 3 or 4 times daily. 


Novahistine Fortis Capsules 


For adults, and children who have “outgrown” liquid 
medication. Each capsule contains phenylephrine HCI, 
10.0 mg.; chlorprophenpyridamine maleate, 2.0 mg. 
Adults: 2 capsules every 3 to 4 hours. 
Children over 6: 1 capsule every 3 to 4 hours. 


PI T M A N " M 00 R E CO M PA N Y DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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KOROMEX 


offers both 


This complete method for contraception incl | 
two spermicidal lubricants which gives your patier 
"an opportunity to decide her aesthetic prefere 


_ (Asan alternate to the jelly, Koromex cream affords 
less lubrication.) Compact also includes Koromex - a 


Diaphragm, and waterprom 


MEDICAL TIMES 
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ACTIVE INGREDIENTS: Borie Acid 2.0° and phenyimercuric acetate 0.02 — 
HOLLAND-RANTOS CO., INC. + 145 Huds. 
INC. + 4udson Street » New York 13, N. 
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a Wyeth analgesic 
for each level of pain 
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when anxiety and tension 


aggravate pain 


TABLETS 


nail” 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, EQuAGEsiIc provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Equacesic is rarely hampered by 
side effects.'? 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study! of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Egouacesic “*. . . was extraordinarily effective, 
satisfactory results being obtained in 97% of the 
patients treated.” Equacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis ¢ whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 74% of patients with painful 
ligament sprains. In a study? of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with EquaceEsic, “*. . . con- 
trol of acute pain was obtained in 74% of the 
cases.”’ The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded . . Equacesic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .”” 


1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Eguacesic, see descrip- 
tive literature or current Direction 
Circular. Wig 

® 


Wyeth Laboratoriese Philadelphia1, Pa. 
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relieves aches and pains” 


without narcotics 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


potent analgesic and antipyretic action 
non-sedating 
non-addicting 


1. Barber, T.E.: Ind. Med. & Surg. 28:54 (Feb.) 1959. 
2. Roden, J.S., and Haugen, H.M.: Missouri Medicine 
55:128 (Feb.) 1958. 3. Batterman, R.C., et al.: Am. J. 
Med. Sc. 234:4 (Oct.) 1957. 


For further information on limitations, administration, 
and prescribing of ZACTIRIN, see descriptive literature 
or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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relieves the agony of severe pain 


Meperidine 


Closed Injection System, Wyeth 


three beneficial actions in medical and surgical pain 
* analgesic * spasmolytic * sedative 
plus all the advantages of TUBEX 


e eliminates risk of transmitting serum hepatitis or other infections 
e ready for immediate use, reduces time and labor 

e new sharp sterile needle each time 

*® premeasured single-dose units assure dosage accura 
TUBEX", Hypodermic Syringe, Wyeth 
TUBEX", Steri/e Cartridge-Needle Unit, Wyeth 


For further information on_ limitations, 
administration, and prescribing of 
MEPERIDINE Hydrochloride, see descriptive 
literature or current Direction Circular. 


| 
: 
Wyeth Laboratories Philadelphia 1, Pa 4 
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are just 
too thin 


Effigies of pitifully emaciated people with ribs showing Tike “corrugated iron,"’ such as this 
one from Nayarit, are typical of the tendency in primitive Western Mexican art to portray com- 
mon illnesses and pathological deformations. 
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Dianabol 

adds 

working 

weig ht Most underweight, debilitated patients show both objective 


and subjective improvement after anabolic therapy with Dianabol. In the chron- 
ically underweight patient, as well as in patients wasted and weakened as a result 
of aging, chronic or acute illness, trauma, or surgery, Dianabol promotes lean 
weight gain (averaging 5'/2 pounds and often exceeding 10 pounds) within several 
weeks. What's more, by improving weight status and general physical condition, 
Dianabol renews vigor and revives a sense of well-being in the patient who is too thin. 
Advantages of Dianabol over other anabolic agents: 

@ Dianabol has an unusually favorable anabolic/androgenic ratio. The anabolic 
effects of Dianabol occur at dosages which generally preclude androgenic side 


reactions. In this respect, Dianabol proved superior to 12 other anabolic agents.* 


@ Dianabol is economical. Low in cost, Dianabol is especially suitable for the 


chronically ill patient who may require long-term therapy. 
@ Dianabol is effective orally. Because it is an oral preparation, Dianabol spares 
patients the inconvenienee and discomfort of parenteral drugs. 


SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. For complete information 
about Dianabol (including dosage, cautions, and side effects), see current Physicians’ 
Desk Reference or write CIBA, Summit, N. J. 


*Misurale, F.: Minerva med. 51:996 (March 21) 1960. 


® 
D | a n a bol (methandrostenolone CIBA) 2/2000me 
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Coming 


next month . . 


On Measuring the Need for Physicians 
By Isidore Altman, M.D., Department of 
Biostatistics, Graduate School of Public 
Health, University of Pittsburgh, Pittsburgh. 


Eradicate Tuberculosis! 

Don't Stop Half-way 

By J. Arthur Myers, M.D., Professor Emeri- 
tus, Department of Internal Medicine, Uni- 
versity of Minnesota, Minneapolis. 


Urgent Tasks Confronting Medicine 

By J. Howard Means, M.D., Jackson Profes- 
sor of Medicine Emeritus, Harvard University 
Medical School and Consultant, Massachu- 
setts General Hospital, Boston. 


Thoughts on the Care of the Hopelessly III 
By Lawrence A. Kohn, M.D., Clinical Pro- 
fessor of Medicine, Department of Medicine; 
University of Rochester School of Medicine; 
Strong Memorial Hospital, Rochester, New 
York. 


Psychotherapy—A Brief Talk for Young 


Physicians 

By William F. Knoff, M.D., Associate Profes- 
sor, State University of New York, Upstate 
Medical Center, Syracuse, New York. 


The Treatment of Depression 

By Myron F. Weiner, M.D., Clinical Fellow 
in Psychiatry, University of Texas, South- 
western Medical School, Dallas, Texas. 


Anorectal Pain 
By Wilford L. Cooper, M.D., Department of 
Proctology, Lexington Clinic, Lexington, Ken- 
tucky. 


Some Considerations in Dealing with 
Emotionally Disturbed Children 

By Saul I. Harrison, M.D., Associate Profes- 
sor of Psychiatry, University of Michigan, 
University Hospital, Ann Arbor. 


MEDIQUIZ—Concluded from page 95a 


16. Which one of the following conditions 
is not a feature of Wilson’s Disease? 

A) Amino-Aciduria. 

B) Hemosiderosis. 

C) Cirrhosis. 

D) Glycosuria. 

E) Cupriuria. 


17. In a patient with Reiter’s Syndrome, it 
is wise to test for: 

A) Hypoadrenalism. 

B) Gonorrhea. 

C) Traces of heavy metal. 

D) Parasagittal Meningioma. 

E) Occult hemolysis of circulating erythro- 
cytes. 


18. Anticoagulant effect and antithrombotic 
effect are: 

A) Produced by different anticoagulants. 

B) The same. 

C) Always correlated. 

D) Never correlated. 

E) Not necessarily correlated. 


19. A patient has Received 500 cc. of whole 
blood intravenously during the first hour of a 
2-hour gastrectomy under intravenous thio- 
pental and nitrous oxide-ether-oxygen anes- 
thesia. The strongest evidence of a reaction to 
this transfusion would most likely be: 

A) A sudden fall in blood pressure. 

B) An abrupt increase in temperature. 

C) Postoperative hematuria. 

D) Postoperative shaking chills. 

E) Intermittent chills during surgery. 


20. Acute hemorrhagic necrosis of the pan- 
creas occurs most frequently in individuals who 
are: 

A) Obese and young. 

B) Obese and middle-aged. 

C) Cachectic and middle-aged. 

D) Cachectic and senile. 

E) Suffering from nutritional edema. 

Answers on page 230a 
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HYPERTENSION 


PHYSICIANS PRESCRIBE 


| 
| | 


CHLOROTHIAZIDE 


= more often than any other diuretic 


“Since the chlorothiazide compares well 
in effectiveness with other hypotensive 
drugs, it is our practice to initiate therapy 
with chlorothiazide alone in all patients 
with normal renal function. Inthe absence 


- of signs indicating urgency in the reduc- 


tion of pressure we find it advisable to 
continue such treatment for one or two 


months.” 


Conway, J., and Lauwers, P.: Circulation 21:21, 


January, 1960. 


Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 


Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa, 


EFFECTIVE MANAGEMENT OF HYPERTENSION BEGINS Mf WITH DIURIL 
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YOUR UNRESPONSIVE 
SUFFERING FROM CHRONIC GouTy 


Rt 5 per cent | 
s readily di 


confirmed, chronic gouty arthritis responds successfully to TRIURATE.” 
a potent uricosuric agent;.Colchicine, for acute attacks; and TYLENOL” Acetami ti ic 
which does not interfere with uricosuric action. Thus, TRIURATE pr ‘elieves chronic dis rt preve ae 
the full-range therapy for gouty arthritis a 
Dose: One tablet three times a day after meals. Supplied: Beige, scored t 
WOrG-Wide Ge! Med. 3:11, 1960. (2) Lockie, L. M.: Am. J. Orthopec 969 108 
- LABYRA S, INC +» FORT WASHINGTON, PA 


this is 


(ACTUAL SIZE AND SHAPE) 


Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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@ superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.’” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day*® 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 


anesulfonate 0.16 mg ‘ 
1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. ~ 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. ae 
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moms 
minors 
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LIVITAMIN 


...the hematinic with built-in nutritional support 


Many growing children and most women of 
menstrual age deplete their iron reserves and 
slide into iron-deficiency anemia. 


Livitamin changes the minus to a plus be- 
cause it restores depleted iron reserves and 
also provides integrated nutritional support. 


Iron in Livitamin is well absorbed, with 
minimum gastric upset and constipation. And 
with Livitamin there is no worry about teeth 
stain... or taste acceptance. 


WRITE FOR LITERATURE 
AND DOSAGE INFORMATION. 


FORMULA: Each fiuidounce contains: 


lron, peptonized 
(equiv. in elemental iron to 71 mg.) 


Manganese citrate, soluble, N.F. ....... 
Thiamine hydrochloride 

Riboflavin 

Cobalamin 


Pyridoxine hydrochloride 
Pantothenic acid 

Liver fraction 1 

Rice bran extract, U.S.P. XIV 
Inositol 

Choline 


SUPPLIED: Liquid: 8 oz. botties, pints, gallons; Capsules: 
Bottles of 100, 500, 1000. Also available as LIVITAMIN 
with INTRINSIC FACTOR: bottles of 100 capsules. 


THE s. E. MIASSENGILL COMPANY 


Bristol, Tennessee . New York 
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Kansas City . San Francisco 
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158 mg. 
a 10 mg. 
: 20 mcg. 


Now for all types of acute coughs 


QUELIDRINE 


THE NON-NARCOTIC ANTIHISTAMINE-ANTITUSSIVE 


Quelidrine provides a full range of 
therapeutic action whenever cough com- 
plicates such inflammatory or allergic 
disorders as the common cold, rhinitis, 
sinusitis, pharyngitis, tracheitis, 
bronchitis, laryngitis, asthma, grippe, 
influenza and pneumonitis. 

Your patients will like the fruit- 
flavor (there’s no bitter aftertaste). 
Quelidrine is available, with or without 


a prescription, in all states. 


Each teaspoonful (5 ml.) contains: 
DEXTROMETHORPHAN HYDROBROMIDE 


Non-narcotic, non-addicting antitussive... 10 mg. 
CHLORPHENIRAMINE MALEATE 
Allergy-relieving antihistamine 
EPHEDRINE HYDROCHLORIDE 


Resprration-casing bronchodilator 


PHENYLEPHRINE HYDROCHLORIDE 


Nasal-vasoconstricting decongestant 


AMMONIUM CHLORIDE 


Mucus-thinning expectorant 


FLUIDEXTRACT OF IPECAC 


Secretion-promoting expectorant 


ALCOHOL 2% 


for all ages 


| 


QUELIDRINE 
belongs in 
every medicine chest... 
because it’s safe 


Quelidrine—Non-Narcotic, Antihistaminic Cough Suppressant, Abbott 
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em hypertension of renal 
origin, accounting for a statistically small 
fraction of the total hypertensive population, 
carries a grave prognosis, if undetected. 
Although no accurate figures exist for the 
number of hypertensive patients who might 
benefit from renal surgery, the extremes of 
optimism and pessimism can be bracketed by 
the following studies. Braasch' estimated that 
two and one-half percent of some fifteen million 
hypertensive patients in the United States 
suffered etiologically related urologic disease of 
whom one-fifth have unilateral renal hyperten- 
sion. By his calculation, it was estimated that 
there are thirty thousand candidates in the 
United States for surgery of curable renal 
hypertension. Smithwick* found two of twenty- 
six hundred patients operated upon for relief of 
hypertension by sympathectomy had curable 
hypertension of renal origin. But Homer W. 
Smith® found as many as two percent of his 
hypertensive patients had an indication for renal 
surgery. 
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Curable Renal Hyp¢ 


In any differential diagnosis, curable illnesses deserve 
greatest consideration. The impetus leading to extensive 
‘research and clinical interest in curable, renal 
hypertension, since the first case, in 1937, can be 
attributed to its favorable outlook if recognized. 


EDWARD M. MAHONEY, M.D., WARREN R. GUILD, M.D., Brookline, Mass. 


At present, there is no form of hypertension 
which can be cured by the use of drugs. The 
treatment of curable renal hypertension is 
surgical. Curable renal hypertension has two 
requisites. FIRST, the existence of hypertension 
must have been definitely established preopera- 
tively and not based simply on one, or two, 
blood pressure determinations, especially if 
they were made during an acute illness, or 
before the operation. SECOND, following 
operation, the blood pressure must remain 
within normal limits (140/90) for a period of 
not less than one year. The definition of 
hypertension itself is difficult. In this review a 
diastolic pressure of above 90 mm. of mercury 
is accepted since there is no evidence that the 
diastolic pressure increases with age. In fact, 
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in non-hypertensive subjects, the diastolic 
pressure tends to decrease with age. The 
aphorism that blood pressure should equal one 
hundred plus your age refers perhaps 
inaccurately to systolic pressure. This has no 
prognostic meaning in the problem of 
hypertensive vascular disease. 


Pathogenesis 


The pathogenesis of curable and non-curable, 
renal hypertension is obscure. The importance, 
however, of making an early diagnosis of 
curable renal hypertension can be enforced by 
the following data. Goldblatt showed that 
unilateral, partial obstruction of a renal artery 
produces hypertension. Initially, the damage 
done by hypertension is to the non-occluded 
kidney. Renal damage microscopically occurs 
on the contralateral, or non-obstructed kidney. 
The partially obstructed ischemic kidney 
appears normal but may be atrophied. Unless 
unilateral renal disease is discovered before 
elevation of the blood urea nitrogen, the 
unblocked, contralateral kidney has suffered 
irreversible damage. 

Various substances such as renin and 
angiotensin are found in high concentration in 
the blood. Since these substances as etiologic 
factors in renal hypertension have not been 
satisfactorily incriminated, since their measure- 
ment is difficult and, since their presence in 
increased, or normal, amounts in hypertensive 
patients cannot be used as an indication, or 
contraindication, for curative surgical therapy, 
measurements of these substances cannot be 
expected to offer practical information in 
differential diagnosis. 

Curable as opposed to treatable hypertension 
may be of renal, or non-renal, origin. Pyelone- 
phritis, ureteral obstruction, congenital lesions, 
renal arterial lesions, and perinephric processes 
may produce hypertension. As to extrarenal 
causes of hypertension, those known to date are 
pheochromocytoma, coarctation of the aorta, 
brain tumor, pituitary tumors, increased inter- 
vascular volume, eclampsia, polycythemia, 
Cushing’s syndrome, and primary hyperaldo- 
steronism. Other curable forms of hypertension 


do exist but these are only systolic. Systolic 
hypertension may result from thyrotoxicosis, 
anemia, arteriovenous fistula, heart block, 
arteriosclerosis, and psychogenic storm. 


Clinical Features 


Various factors in this history and physical 
examination of a hypertensive patient may 
suggest curable, renal hypertension. Short 
duration, severe and rapid progression, refrac- 
toriness to therapy, very young and very old 
patients, history of a recent renal insult such as 
trauma, and a bruit over either costovertebral 
angle favor this probability. There are no 
historical, or physical, features of unilateral, 
renal hypertension which are pathognomonic. 
Many features of chronic, renal disease not of 
unilateral renal origin can occur in patients 
with curable, renal hypertension. 


Diagnostic Procedures 


Diagnostic studies logically progress from the 
simple to the elaborate—which, in many areas, 
are not readily available. General hospitals 
should be able to establish, or rule out, the 
diagnosis of renal hypertension. In most 
instances of curable hypertension, the BUN 
and hematocrit are normal. An elevated BUN 
and a low hematocrit indicate that both kidneys 
are involved and that the disease is probably 
no longer curable. However, slight abnormali- 
ties in the blood urea nitrogen and hematocrit 
may occur due to a variety of factors which in 
themselves may also be curable. These factors 
include gastrointestinal hemmorrhage, inter- 
current infection, congestive failure, dehydra- 
tion, starvation, urinary tract obstruction and 
inadequate salt intake. The urinalysis is of little 
or no diagnostic importance, since proteinuria 
with or without formed elements may be 
variably discovered. 

@ X-Ray FILM oF ABDOMEN: A difference 
in size of the two kidneys suggests possible 
unilateral, renal hypertension. While a signifi- 
cant number of people have a one cm. differ- 
ence in the length of each kidney, a difference 
of this small magnitude can be a telling diag- 
nostic point. However, equality of size of the 
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(A) excretory urogram, of a 47-year-old 


woman with renal hypertension demonstrating barely dis- 
cernible 2.0 cm. difference in length between the two kid- 
neys, the left being smaller. (B) surgical specimen revea!- 
ing large infarct of the left kidney. 


kidneys should not rule this out. This is ex- 
plained on the frequent recent origin of renal 
hypertension and an insufficient time interval 
for the development of atrophy of the diseased 
kidney and hypertrophy in the contralateral 
kidney. 

@ ExcreTory URoGRAM: Because marked 
decrease in arterial flow is necessary for de- 
layed, or decreased, concentration of excretion 
of contrast medium, a normal excretion and 
appearance time of contrast medium in the 
intravenous pyelogram is compatible with the 
diagnosis of unilateral, curable, renal hyper- 
tension. An increased density of contrast 
medium on the diseased side may indicate a 
decreased volume output by the involved kid- 
ney rather than superior function. Further 
confusion results from the fact that twenty-two 
percent of patients with essential hypertension 
have abnormal intravenous pyelograms. The 
size of the kidneys is more important than 
abnormalities in the collecting system of either 
kidney. 
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@ Dioprast I'*' Uptake: The excretion of 
diadrast by the kidneys has long been a phys- 
siologic measure of renal blood flow and tubu- 
lar function. By labeling Diodrast,® or hippu- 
rate with radioactive iodine, the uptake of each 
kidney can be measured differentially by the 
use of scintillation counters placed over each 
kidney. This indirect measurement obviates 
the need for direct clearance techniques. A 
decreased blood flow, impaired renal urinary 
drainage, and intrinsic unilateral parenchymal 
disease will cause impaired uptake on the 
affected side. In experienced hands, a differ- 
ence by this examination signifies unilateral 
renal disease. A marked discrepancy in the 
two sides is not pathognomonic of unilateral 
renal disease producing hypertension. How- 
ever, equal uptake bilaterally tends to rule out 
this possibility. 

A definitive diagnosis of curable hyperten- 
sion, due to unilateral, renal disease, should 
not be made without more definitive measures 
of the function of each kidney directly. 
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@ Divipzp RENAL FUNCTION STUDIES 
(Howard Test): Divided function studies are 
diagnostic, and mandatory if surgery is to be 
considered. The technique is as follows: 1. 
State of hydration. Normal, or moderate, over- 
hydration is desirable. Dehydration must be 
avoided. 2. Dietary sodium must not have 
been restricted for forty-eight hours pre- 
viously. 

3. No general contraindication to ureteral 
catheterization, or cystoscopy, must exist. 4. 
Ureteral catheters must be within the ureteral 
pelvic junction and their location confirmed 
radiologically. 5. Position of the patient should 
be Trendelenberg in order to employ siphon- 
age from the renal pelves and decrease leak- 
age around the ureteral catheters. 6. Measure- 
ment of leakage of urine into the bladder must 
be measured. 7. Hematuria on one or the 
other side, or both, nullifies the value of a 
potassium determination, if this is performed. 
8. Collections are taken of two, ten-minute 
specimens and determinations of volume, os- 
molality, and sodium are determined. Phenol- 
sulfonphthalein is injected intravenously and 
the appearance time and concentration in a 
ten-minute specimen is measured. 

Sodium concentration in positive tests is 
approximately fifteen percent less on the ische- 
mic side, but may vary considerably with 
hydration. A volume difference of fifty percent 
is significant with decreased output from the 
ischemic kidney. Renal excretion of phenol- 
sulfonphthalein is similarly delayed and im- 
paired differentially.. In situations with absent 
fluid output unilaterally, radiodiodrast uptake 
is helpful in establishing the presence of par- 
tial renal blood flow. Lack of uptake and 
absence of fluid output suggests total ischemia, 
exonerating the non-functioning kidney as a 
cause of hypertension. 

@ RENAL ANGIOGRAPHY: Renal angio- 
graphy may be valuable where bilateral, par- 
tially obstructing arterial lesions have been 
present. Occlusions of aberrant, renal vessels 
causing local infarction have been delineated 
by this means when functional tests have not 
defined a difference in the two kidneys. The 
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use of this technique in localizing and defining 
unilateral renal arterial obstruction is reserved 
as a final determination in those young patients 
in whom the divided function study and radio- 
diodrast, or radiohippurate uptake study has 
been equivocal. The latter test is preferable 
for the purpose of screening. 


Treatment 


Since hypertension due to unilateral, or 
bilateral, renal ischemia is curable, surgery is 
always indicated. However, there are two 
exceptions: FIRST, women, or men, in the 
older age group who have had hypertension 
for ten years, or over; SECOND, those who 
have renal failure which will not respond to 
conservative measures with a fall of blood urea 
nitrogen to normal. In the first group, the 
circulation has, after many years, become de- 
pendent upon hypertension and surgery may 
result in incapaciting postural hypotension. 
In the second group, patients who have been 
on severe low-salt diets, or who are in negative 
sodium balance, may return their blood urea 
nitrogen measurements to normal with con- 
servative treatment, and they are candidates 
for surgery. 

Those patients most amenable to curative 
surgery are those whose blood pressure is ma- 
lignant and of recent origin, who are young, 
whose unilateral kidney is normal, who have 
responded poorly to conservative management, 
and who have a large embolus lodged in the 
renal artery not extending into the radicles. 

Operation is aimed at the removal of a 
specific remediable lesion. The choice of sur- 
gical technique must be revised in each case. 
Vascular surgery can potentially offer correc- 
tion of the lesion, without sacrifice of the 
involved kidney. The techniques which have 
been employed include: endarterectomy, renal 
arterial graft, spleno-renal anastomosis, aortic 
grafts, resection of segment and implantation 
of the renal artery into the aorta, and embo- 
lectomy. The operative risk in these proce- 
dures significantly surpasses that of simple 
nephrectomy. Embolectomy and nephrectomy 
offer best results. 
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Summary 


Curable hypertension of unilateral renal ori- 
gin is rare—but curable. It should be suspected 
in young, previously-healthy individuals with 
the explosive onset of malignant hypertension. 
Etiology is obscure but apparently relates to 
unilateral renal ischemia. 


Diagnostic methods employed revealed a 
diseased kidney on one side with a contra- 
laterally normal kidney. Cure is invariably 
surgical and is advised unless contraindications 
or lack of precise unilateral renal implication 
are present. 
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Treatment of 


Advanced Breast Cancer 


i. are approximatcly twenty- 
five thousand deaths from cancer of the female 
breast in the United States each year. From 
the time of Halsted’ until relatively recently, the 
treatment of carcinoma of the breast has been 
standardized with surgical excision of the pri- 
mary tumor in continuity with the axillary 
regional nodes accepted as the exemplary form 
of therapy. Recently, however, the advisability 
of a radical mastectomy for primary breast car- 
cinoma has been questioned. One argument is 
that no procedure remarkably influences the 
clinical course of this neoplasm, and that the 
classical mastectomy offers no more than 
simple mastectomy followed by radiation ther- 
apy.” A converse opinion is that poor results in 
some patients are due to the fact that the radi- 
cal procedure is not extensive enough.* 
Haagensen * has shown that only half of all 
the patients submitted to radical mastectomy 
are free of disease five years following opera- 
tion, and it is clear that many patients require 
palliative treatment following definitive surgery. 
It should be stated, though, that the purchase 
of objective regression of tumor at the price of 
overwhelmingly unpleasant side effects of such 
treatment should be avoided whenever possible. 
That cancer has a predilection for the female 
breast is undeniable; yet for no other common 
human neoplasm are there so many promising 
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approaches to palliative therapy resulting in 
regression of disease. 

At the time when definitive surgical pro- 
cedures for breast carcinoma were so closely 
scrutinized, the effects of hormones on breast 
carcinoma were reported. It was known that 
certain breast tumors in premenopausal women 
could be favorably influenced by the removal 
of the ovaries. Nathanson,® however, demon- 
strated the effects of testosterone and estrogen 
on breast carcinoma. These observations re- 
sulted in the development of many therapeutic 


From the Departments of Internal Medicine, Radiology 
and Surgery, University of Virginia School of Medicine, 
Charlottesville, Virginia. 


MEDICAL TIMES 


+ 
| 
| 


hormonal manipulations, both medical and 
surgical. The purpose of endocrine therapy at 
the present time is palliation and it has no place 
in the primary treatment of operable breast 
cancer. The object of endocrine treatment 
should be the return of the patient with far- 
advanced or recurrent disease to as normal a 
life as possible. It should be used after accept- 
able primary therapy when other forms of 
treatment for recurrent lesions have been ex- 
hausted, and for patients who have far-ad- 
vanced inoperable tumor when first diagnosed. 
Radiation 

In this institution, the initial attack upon 
breast cancer in the majority of patients con- 
sists of surgery or radiation in combination 
with surgery. Under a few exceptional circum- 
stances, radiation alone is used; namely, when 
a patient refuses surgery, when the patient’s 
general condition contraindicates surgery, or 
when the patient seeks medical help only after 
the disease has become so advanced that sur- 
gery is no longer feasible. 

In the few patients who have simple, or 
partial, mastectomy, the role of radiation de- 
pends upon the purpose of the surgery. The 
intent may be to use less extensive surgery in 
combination with postoperative radiation in an 
attempt for cure as advocated by McWhirter.” 
The object may be to offer hope for cure to a 
patient unable to undergo the more extensive 
procedure. The intent may be to relieve a 
patient of the major or most disagreeable, part 
of extensive disease in which case radiation 
may, Or may not, be used postoperatively, de- 
pending upon individual circumstances. 

The majority of patients have a radical mas- 
tectomy and, while the indications for and role 
of postoperative radiation are not unanimously 
agreed upon, the general practice is as follows. 
If no metastases are found in the axillary nodes 
and the tumor, classified as Stage I,* was in the 
outer half of the breast, no radiation is given. 
If no metastases are found in the axillary nodes 
and the tumor, classified Stage I* preopera- 
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tively, is near th> nipple, or in the inner half 
of the breast, postoperative radiation is given 
at least to the internal mammary chain on the 
affected side. If metastases are present in one, 
or more, axillary nodes, but no distant metas- 
tases have been found, postoperative radiation 
is given to the axilla, supraclavicular space, 
internal mammary chain and chest wall on the 
affected side. For patients who have distant 
metastases, radiation is used palliatively to suit 
individual needs, and in general, is directed to- 
ward individual lesions to relieve specific 
symptoms. 

A notable exception in widespread practice 
is irradiation for relief of osseous pain, even 
though metastases cannot be demonstrated 
roentgenologically. Another exception is the 
irradiation of osteolytic bone metastases which 
are asymptomatic in an effort to prevent 
pathologic fracture. 


Endocrine Therapy 


@ SELECTION OF PATIENTS. Endocrine ther- 
apy should not be embarked upon before care- 
ful consideration has been given to the total 
clinical picture, the probability for help, and 
the possibility o: stimulating the disease. In our 
experience, the best palliation for the patient is 
achieved by close cooperation of the surgeon, 
radiotherapist, and internist. Endocrine therapy 
cannot be confined to a local lesion because 
it necessarily affects the entire endocrine sys- 
tem; for this reason it is of most benefit in the 
treatment of generalized or disseminated di- 
sease. Highly localized recurrence is best 
treated by local therapy such as surgery or 
radiation except for the use of oophorectomy 
in premenopausal women. Optimal therapy is 
selected on the basis of the following criteria: 
1. Unequivocal evidence of progression deter- 
mined if possible by biopsy; 2. Careful evalua- 
tion if possible of the rate of progression of the 
recurrent disease; 3. Evidence of hepatic in- 
volment; 4. Evidence of central nervous sys- 
tem involvement; 5. Adequate x-ray examina- 
tion of the chest, skull, ribs and spine; 6. The 
menstrual status of the patient; 7. The general 
clinical condition of the patient; and 8. Hema- 
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tocrit, white blood count, serum calcium and 
alkaline phosphatase. 

@ PREMENOPAUSAL PATIENTS. If a_pre- 
menopausal patient shows definite recurrence 
of breast cancer, we believe the treatment of 
choice is oophorectomy before the disease be- 
comes progressive, or symptomatic. The argu- 
ment is sometimes advanced that local recur- 
rence often can be treated adequately by radia- 
tion and that oophorectomy therefore should 
be delayed until such time as the patient could 
hope to reap a maximal benefit from this pro- 
cedure. In the absence of definitive studies to 
support this point of view, our belief has been 
that even minimal recurrence means that the 
disease has very likely already disseminated 
and that early oophorectomy should be done 
to prevent the constant stimulation by estrogen 
of microscopic cancer deposits. 

The objective response of the patient to 
oophorectomy is helpfui in deciding on sub- 
sequent endocrine therapy since the patient 
who does not respond to oophorectomy seldom 
responds to a_ subsequent adrenalectomy. 
About half of the premenopausal patients with 
recurrent breast cancer respond by objective 
progression following oophorectomy.® Pearson 
and his associates demonstrated two kinds of 
breast cancer; one type is stimulated by estro- 
gen and the other is not. This distinction was 
based on studies of women who were still men- 
struating and had extensive osteolytic metas- 
tases and hypercalcemia as evidenced by bone 
destruction from progressive tumor growth. 
Those women who showed an increase in cal- 
cium excretion as they approached the men- 
strual period and a decrease following men- 
struation obtained remission when their ovaries 
were removed. Those who showed no cyclical 
change in calcium excretion with menstruation 
did not obtain remission following oophorec- 
tomy. Sequential replacement of the ovarian 
hormones in these patients showed that admin- 
istration of small amounts of estrogen caused 
a prompt increase in urinary excretion of cal- 
cium in those who had shown a dramatic de- 
crease in calcium following the surgical pro- 
cedure. Administration of small amounts of 
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estrogen to these patients who failed to gain 
remission had no effect. Administration of 
progesterone affected neither type of patient. 
In our opinion, metabolic studies of this type, 
valuable as they are in investigation, should 
not be used to select patients for oophorec- 
tomy. Most patients are not suitable for such 
study and oophorectomy, so frequently result- 
ing in striking improvement, is accomplished 
with such little difficulty that it would seem 
proper to carry out this procedure once un- 
equivocal recurrence is detected. However, 
objective methods for the classification of 
estrogen-dependent and independent tumors 
represent an outstanding problem for research 
in this area. Removal of ovarian function 
should be accomplished surgically rather than 
by radiotherapy, for the metabolic effects of 
oophorectomy are apparent on the day follow- 
ing surgery, and the effects of radiation are 
delayed. We have also seen patients who failed 
to achieve remission following radiation of the 
pelvis who later achieved an objective regres- 
sion of metastatic breast cancer following 
oophorectomy. The results of oophorectomy 
are often dramatic. Hypercalcemia which 
threatens the patient because of very rapid 
bone destruction may be improved within 
twenty-four hours. The extremely ominous 
prognostic sign, anemia resulting from bone 
marrow involvement, may disappear com- 
pletely. Patients with hepatic or central ner- 
vous system involvement are less likely to de- 
rive benefits from oophorectomy. 

The improvement following oophorectomy 
will last, on the mean, nine to twelve months. 
Careful clinical observation is required to de- 
cide whether the patient has benefited from 
oophorectomy. If there is progression of any 
lesion following the procedure, it can generally 
be assumed that no striking beneficial effects 
will be obtained. Occasionally, there are ex- 
ceptions to this rule in that some of the dis- 
ease will show striking regression while other 
metastatic disease relentlessly progresses. It 
may take as long as two months to come to 
a decision regarding further management. If 
there is no progression, our policy has been 
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to carry out no further therapy. Decrease of 
pain of bony metastasis may take as long as 
a month in some patients who will later show 
striking objective improvement in their meta- 
static disease. Once it is clear that oopho- 
rectomy has not been of benefit because of 
tumor progression, other treatment should be 
instituted. If the recurrent disease is localized 
and amenable to radiotherapy, this is the treat- 
ment of choice because these patients, in gen- 
eral, respond poorly to endocrine therapy. 
Adrenalectomy should not be considered in a 
premenopausal patient who has failed to attain 
improvement by oophorectomy since a response 
is extremely rare in this situation. However, 
if the patient is menopausal in terms of her 
age, diminution in menstrual flow, or a history 
of hot flashes, adrenalectomy might be done 
because of symptomatic and threatening pro- 
gressive disease. The clinical rule of thumb 
that estrogen therapy should not be adminis- 
tered to premenopausal patients but only to 
patients who are ten or more years postmeno- 
pausal would not seem to apply to these pa- 
tients since evidence is at hand that their tumor 
does not respond to estrogen. Diethylstilbes- 
terol (5 mgm., t.i.d.) should be administered 
only under very careful clinical observation to 
be certain that this treatment does not cause 
further progression. 

Hypophysectomy has benefited very few 
oophorectomy failures.’ It is apparent that 
there is a tremendous difference between the 
estrogen-responsive type of tumor for which 
considerable response may be anticipated, and 
the estrogen non-responsive type for which 
endocrine therapy is only occasionally of 
benefit. 

@ POSTMENOPAUSAL PATIENTS (ABLATIVE 
PROCEDURES). We do not believe that the 
optimal sequence for endocrine treatment for 
recurrent breast cancer in the postmenopausal 
patient is known. If recurrent disease is pro- 
gressive and symptomatic, careful search is 
made for widespread dissemination. If none 
is found and the disease is considered local- 
ized, we have tended to use radiotherapy. If 
the disease is widespread, adrenalectomy, or 
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hypophysectomy, is carried out. Ray and Pear- 
son® compared the results of adrenalectomy 
and hypophysectomy for cancer of the breast 
and found a slightly higher remission rate 
from hypophysectomy than from adrenalec- 
tomy. We believe that the two procedures 
offer comparable results and choose between 
these two modalities on the basis of convenience 
for the patient. We have performed ablative 
procedures far more often than we have given 
hormonal therapy with exogenous steroids. 
This decision was based on the premise that 
we would best serve our patients by producing 
the greatest number of remissions for the 
longest time possible. Adrenalectomy produces 
a remission rate of about forty percent in meno- 
pausal and postmenopausal women.® The me- 
dian remission time for adrenalectomy is about 
seven months and is probably somewhat more 
following hypophysectomy. In menopausal 
patients, both oophorectomy and adrenalectomy 
are performed. 

@ (ANDROGEN THERAPY). Androgen ther- 
apy may also be used to attain remission in 
patients with advanced breast cancer. The 
efficacy of such treatment increases steadily 
with the patient’s age. In patients ten or more 
years postmenopausal, the remission rate for 
all tumor (local, osseous, or visceral) is about 
twenty-two percent.’ Androgen therapy may 
be given as testosterone propionate, 100 milli- 
grams three times weekly, as an intramuscular 
injection. The patient should be carefully 
watched for evidence of tumor growth since 
some tumors respond in this paradoxical man- 
ner. Local tumor growth, increase of osseous 
pain, or the development of hypercalcemia 
calls for immediate cessation of treatment. 
Patients who have extensive osteolytic disease 
and who respond to testosterone by an in- 
creased growth of tumor will first develop 
hypercalciuria and then hypercalcemia char- 
acterized by nausea, vomiting, thirst, increased 
urinary volume and deterioration. We believe 
that oral androgen preparations such as methyl- 
testosterone should not be used; although they 
have been shown to be effective in producing 
remissions. The administration of the drug 
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intramuscularly ensures that the patient will 
be seen by a professional person at regular 
intervals representing further assurance that 
adverse effects of the hormone will be detected 
early. We do not feel that long-acting andro- 
gen preparations should be administered by 
injection since, if stimulation of the tumor is 
produced, it is impossible to withdraw rapidly 
the effect of the hormone. There is a constant 
search for compounds that will produce the 
therapeutic effects of testosterone without vir- 
ilization. Some success has been attained in 
this direction but we feel that testosterone 
should be the compound for general use until 
experience is gained with new steroids. Usually, 
virilization or increased libido following andro- 
gen therapy is not troublesome. 

@ (EsTROGEN TREATMENT). About forty- 
four percent of patients five or more years 
postmenopausal will show an objective regres- 
sion of tumor following estrogen therapy. The 
median time of remission is about four and 
one-half months with a large scatter.’° This 
treatment is easily accomplished by the admin- 
istration of diethylstilbesterol (5 mgm., t.i.d.). 
There are a few undesirable side effects usually 
consisting of moderate edema and occasional 
nausea. Some patients will have the rate of 
tumor growth stimulated by this treatment. 
The symptoms and signs are the same as this 
complication from androgen treatment and the 
stimulation promptly subsides when the estro- 
gen is withdrawn. The results of estrogen 
therapy in the older woman rival those ob- 
tained by ablative procedures and further study 
of the comparison of estrogen treatment fol- 
lowing after relapse of this therapy by ablative 
procedures is greatly needed. Certainly this is 
the preferred treatment for those patients who 
could not be adequately followed for proper 
endocrine care following ablative surgery. 

@ CORTICOSTEROID THERAPY. In our ex- 
perience, treatment with high doses of corti- 
costeroids rarely results in objective regression 
of disease and, when it does, the help is short- 
lived. This treatment is probably most suit- 
able for patients who show some contraindi- 
cation, such as myelophthisic anemia, to an 
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ablative procedure secondary to tumor. Re- 
mission following treatment with cortisone, 50 
milligrams every four hours, may result in 
hemotological remission so that ablative sur- 
gery is possible. 

@ TREATMENT OF PATIENT IN RELAPSE 
FOLLOWING OOPHORECTOMY-INDUCED REMIS- 
SION. Patients who attain remission of recur- 
rent breast cancer following oophorectomy fall 
into a specially favorable group for further 
endocrine treatment when relapse occurs. Care- 
ful clinical observation should be used to de- 
tect relapse, since if patients are allowed to 
regress severely, the problems of further treat- 
ment are intensified. Evaluation of the follow- 
ing facts are helpful in deciding upon further 
therapy: 1. The extent of recurrence; 2. The 
rate of progression of the recurrence; 3. The 
presence of hepatic, or cerebral, metastasis; 
and 4. The extent of symptomatic complaint. 

If the disease is largely localized, it is often 
possible to defer further endocrine therapy by 
controlling the recurrence with radiotherapy. 
If the disease is too widespread, or anatomically 
situated so that radiotherapy cannot be given, 
the decision regarding further endocrine ther- 
apy is largely predicated on symptoms. We 
are reluctant to perform an adrenalectomy in 
an asymptomatic individual with moderate 
progression following oophorectomy remission, 
and generally wait until the recurrent disease 
is either troublesome, or threatening, before 
attempting further control. The wisdom of this 
policy can be decided only by large random- 
ized studies which have not yet been done. If 
endocrine treatment is selected, the choice be- 
tween endocrine ablative surgery and exogen- 
ous steroid therapy must be made. Androgen 
therapy may be quite effective in these patients, 
and, in this institution, is given to patients who 
either refuse surgery or who are not suitable 
for further surgery. We recommend adrenal- 
ectomy or hypophysectomy at this stage be- 
cause we feel that we will attain the greatest 
number of remissions. Our results from adren- 
alectomy and hypophysectomy have been 
approximately the same. Approximately half 
of these patients will experience another re- 
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mission. Those who fail to attain a remission 
following adrenalectomy will rarely respond to 
testosterone. There may be brief responses to 
high doses of cortisone. Occasional remissions 
can be achieved by the administration of estro- 
gen to these patients. 
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TICK 
PARALYSIS 


A REPORT OF EIGHT CASES 


Tick paralysis, a disease of man 

and certain animals, is characterized 
by an afebrile course with symmetrical 
ascending flaccid paralysis, 

with or without sensory changes. 

It may terminate in death 

with bulbar involvement, 


if the source of the toxin is not removed. 


ADHEMAR W. RENUART, M.D. 
WILLIAM J. A. De MARIA, M.D. 
Durham, North Carolina 


in 1824, 


commented on the fact that certain ticks in 
Australia caused paralysis in sheep and cattle. 
He stated that the tick “buries itself in the 
flesh and would in time destroy either man or 
beast if not removed in time.”* 

In the early 1900’s, based on communica- 
tion with two hundred and forty-one physicians 
in British Columbia, Todd found evidence for 
nine human cases. It is interesting to note 
that all cases were infants or children and that 
two of these infants represented the first re- 
corded deaths due to tick paralysis.*: * * 

Prior to 1937, all cases in the United States 
Public Health Service reports had been asso- 
ciated with the wood tick, Dermacenter Ander- 
soni Stiles. A review in 1937 revealed that 
paralysis occurred in young dogs in the eastern 
United States following the bite of the North 
American dog tick, Dermacenter Variabilis 
Say.° 

The first human case east of the Mississippi 
River was reported in 1938.° Subsequently, 
many cases have been reported. For more 
complete documentation, the reader is referred 
to review articles.” * 


Tick and Toxin 


Various genera of ticks are capable of caus- 
ing tick paralysis, namely Dermacenter, Haema- 
physalis, Ixodes and possible Boophilus, Rhi- 
phicepha‘us, and Hyaloma. A case associated 
with the species Amblyoma Americanum has 
been reported.® This same case is interesting 
because three ticks found on the patient at 
the time of diagnosis and treatment were males. 
Generally, it is agreed that the tick must be 
a gravid female. However, not all gravid 
female ticks are “infective.” Although the 
feeding period for the female is thought to be 
nine to fifteen days, she reaches a peak of 
ingestion in about three to five days. The 
earliest sign or symptom of poisoning is un- 
usual prior to the fourth day of attachment, 
and usually occurs on the fifth to seventh day. 


From Department of Pediatrics, Duke University, Medi- 
cal Center, Durham, North Carolina. 
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Experimentally, once the tick has produced the 
disease in a dog, the tick may be transferred 
to another animal causing a rapid fulminating 
case with paralysis and death within twenty- 
four hours. 

The site of the tick attachment is not related 
to the severity of the disease or to the area 
first involved. However, there have been occa- 
sional cases of localized paralysis reported, 
e.g. brachial palsy secondary to a tick in the 
axilla. The majority of these cases have been 
reported from Australia. The common sites of 
attachment are in the scalp, the external audi- 
tory canal, the axillae, under the breast, and 
in the genital and perineal areas. 

In an attempt to determine the site of 
“toxin” production, Ross demonstrated that 
crushed salivary glands from two and one-half 
ticks was a minimal lethal dose for mice.'® 
Mlinac and Oswald produced paralysis in 
guinea pigs and rabbits with an emulsion of 
ground tick eggs.'' No evidence for a specific 
bacterial, viral, or rickettsial, agent could be 
found and it is probable that a neurotoxin is 
produced in the ovaries or ova which is then 
secreted into the host via the salivary glands. 
These statements are based upon investigation 
which have been carefully reviewed.*:* The 
origin of the toxin may have to be reconsid- 
ered if additional instances are found similar 
to the above mentioned case report in which 
only male ticks were discovered at the time 
of examination. 

Murnagham’s experiments indicate that tick 
paralysis is due to a conduction block in the 
somatic motor fibers caused by the “toxin” 
which interferes with liberation of acetylcholine 
at the neuromuscular junction." 


Clinical 

Although experimentally the disease may 
be produced at any time of the year, it is noted 
to occur clinically in this country most often 
between February and August. However, it 
can occur year round in regions with a sub- 
tropical climate. A case report from Florida 
occurring in November exemplifies this point.’* 
It is of importance to note the similar inci- 
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dence peak of poliomyelitis with which this 
disease is often confused. 

Infants and children are more commonly 
affected than adults and the occurrence in 
females is at least twice as frequent as in 
males. The latter finding it is most likely due 
to the fact that the tick is more difficult to 
see in long hair. 

The initial symptom is often a non-specific 
irritability twelve to twenty-four hours before 
neurological signs appear. The infant may first 
be noted to have incoordination when attempt- 
ing to feed, whereas the older infant, or child, 
is noted to stagger, or fall, when trying to 
walk. The child may complain of pain 
(rarely), or paresthesia, of the lower extremi- 
ties. In clinical reviews, there is discussion 
as to whether or not true cerebellar ataxia 
exists. Many believe as we do that the ataxia 
or incoordination is actually an early mani- 
festation of weakness. 

Within several hours, the incoordination is 
followed by flaccid paralysis of the lower ex- 
tremities. Weakness and paralysis of the trunk 
muscles is soon followed by paralysis of the 
upper extremities. Finally, signs of bulbar 
involvement such as dysphagia, dysarthria with 
slurring of speech and nasal tone, lingual and 
facial paralysis, ocular symptoms and event- 
ually death from respiratory paralysis may 
occur. 

The physical examination is notable because 
of the afebrile course and the symmetrical 
ascent of the paralysis. Attendant with the 
flaccidity are absent deep tendon and super- 
ficial reflexes. Sensory changes, although un- 
common, may be present singly, or in combi- 
nation. As the disease progresses, intercostal 
paralysis and bulbar signs appear. When bulbar 
paralysis does occur, the muscles supplied by 
lower cranial nerves are involved first, that is, 
the sterno-cleidomastoid, trapezius, tongue and 
pharyngeal muscles. Then the face and extra- 
ocular muscles become paralyzed followed by 
respiratory failure. Before bulbar involvement 
ensues, the pulse, respiration and blood pres- 
sure are normal. The vital signs can be altered 
by concomitant infection. 
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Accessory clinical findings, including lum- 
bar puncture, are also within normal range. 
Again, unless the patient is infected, cultures, 
agglutination studies for viral and rickettsial 
diseases and serology are negative. 


Treatment 


Removal of the tick is usually followed by 
a rapid improvement, the paralysis receding in 
a cephalo-caudad manner. Improvement is not 
quite as dramatic if bulbar signs have become 
established. Death may occur especially in 
infants, in spite of early removal of the tick. 
If improvement is not followed soon after re- 
moval of the tick, careful inspection, including 
surgical exploration of the bite area, is man- 
datory to insure complete removal of the tick. 

When the tick is imbedded in an exposed 
area such as on the scalp, in the genital or 
perineal area, or in the axillae, the tick may 
be removed rather easily using local heat 
(cigarette), gasoline, or turpentine. However, 
we have found that a more satisfactory method, 
especially if the tick is in the ear, is to use 
ether followed by gentle traction. A small 
‘vial containing ether may be inverted covering 
the tick, or if in the ear, a small cotton wick 
saturated with ether, may be used. The tick 
relaxes fairly rapidly and then may be removed 
with a small pair of forceps. If the tick has 
been removed and found to be broken, a small 
area of the scalp, or skin, may have to be 
excised. As mentioned above, this may be 
necessary even when the head appears to be 
grossly intact to routine observation. 


Case Reports 


@ Case 1. A.F.D., a six-year-old white fe- 
male, had a mild upper respiratory infection 
for two days before the morning of admission. 
Weakness of the lower extremities was first 
noted when she fell to the floor following an 
attempt to stand. She vomited once, was 
afebrile, and had experienced no pain. She 
was taken to her physician who performed a 
lumbar puncture which was normal. The 
physical examination was negative, except for 
weakness of the legs. 
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The physical exam, upon admission, revealed 
a well developed, well nournished, white female 
who did not appear ill. The vital signs were 
normal. The left drum was slightly injected. 
Hair and scalp were negative. The neck was 
supple and the remainder of the exam was 
entirely within normal limits, except for the 
neurological which revealed marked weakness 
of both lower extremities without any sensory 
changes. The knee and ankle reflexes were 
absent bilaterally. The plantar response was 
flexor. There were no bulbar signs or respira- 
tory difficulty. 

A repeat lumbar puncture showed 18 cells 
with 13 polys and 5 monos, negative Pandy. 
normal sugar and protein. WBC 22,500 and 
83% polys, and 2% stabs. All cultures were 
negative. A repeat WBC two days later was 
13,100. 

No specific treatment was started and two 
days after admission two ticks were discovered 
over the fronto-vertex, and were removed with- 
out difficulty (Dermacenter Variabilis Say). 
Within two hours, there was moderate im- 
provement and, in six hours, she was able to 
stand and walk without assistance. Twenty- 
four hours later, she was entirely asymptomatic. 
and was normal when rechecked one year later. 

@ Case 2. G.L.V., a two and a half-year- 
old Negro female, was well until the morning 
of the third day prior to admission, when she 
was noted to be unable to stand although she 
could still move her arms and legs. She was 
seen by her physician on the first day of illness, 
and a lumbar puncture was done which re- 
vealed “10 to 12 WBC.” She was thought to 
have polio and was hospitalized. The following 
day, she was much weaker and was referred 
to this hospital. 

The physical exam revealed normal vital 
signs. She was alert, friendly, and cooperative, 
and in no apparent distress. There was no 
evidence of infection. An engorged tick was 
found at the hairline and immediately re- 
moved. The neurological examination revealed 
lower left facial weakness. The other cranial 
nerves were intact. She could move all ex- 
tremities, but could not sit or stand. The 
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head control was poor. The sensory exam was 
intact. The knee and ankle reflexes were ab- 
sent bilaterally and the biceps and triceps re- 
flexes were diminished bilaterally. 

The accessory clinical findings showed a 
normal hemoglobin, WBC, and differential. 
CSF: clear, with 4-5 cells/mm’. STS, urine, 
and stool were normal. Skin tests to OT, 
Histoplasmin, and Schick were normal. 

As noted above, the tick was immediately 
removed, and she remained afebrile. On the 
second day (thirty-six hours after removal of 
the tick), she was moderately improved in 
that she could stand. The reflexes were still 
absent. She gradually improved over a four- 
day period, and was discharged asymptomatic 
on the fifth hospital day. 

@ Case 3. L.C.C., a four-year-old white 
female, was entirely well until 36 hours prior 
to her admission when her mother found her 
“crawling around on her hands and knees... 
when she stood up she acted like a drunk 
person.” She was taken to her local physician 
who suspected “weed poisoning.” Within 
twenty-four hours, the weakness was noted to 
be worse, in that “she was paralyzed from 
the waist down, and her back was weak.” It 
was also noted that “her voice was getting 
weak.” There were no other signs, or symp- 
toms. 

About twelve hours prior to admission, her 
mother found an engorged tick on the patients 
scalp just above the left ear She removed the 
tick and took the child to her physician who 
referred the patient to this hospital. 

The physical examination revealed normal 
vital signs, she was well developed and well 
nourished and did not appear ill. There was 
a small ulcerated area just above the left ear, 
the site of the tick removal. There was no 
evidence of infection. The neck was supple. 
The remainder of the exam was negative ex- 
cept for the neurological which showed the 
cranial nerves to be intact. There was obvious 
weakness of the legs and arms. She could stand 
but was unsteady. The sensory exam was 
intact. The knee and ankle and abdominal re- 
flexes were absent bilaterally. The biceps and 
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triceps reflexes were diminished bilaterally. 

The hemoglobin, WBC, differential, urine, 
OT, and STS were normal. A lumbar punc- 
ture was not performed. 

Within three hours of admission, she had 
markedly improved and was able to walk. 
Exploration of site of the tick bite was nega- 
tive. She remained afebrile and was asympto- 
matic when discharged on the third hospital 
day. 

@ Case 4. M.M.C., a four-year-old white 
female, was admitted with the chief complaint 
of “paralysis since early this morning.” She 
had had a “cold” associated with rhinorrhea. 
but no fever, for the previous two to three 
days. She was otherwise well until fifteen hours 
prior to admission (2:00 a.m.) when she awoke 
and fell when getting out of bed. By 8:00 a.m., 
when her parents awakened her, she could not 
move her arms or legs and could not lift her 
head and refused to swallow. Her father ex- 
amined her at that time and found an engorged 
tick on her scalp (later identified as Derma- 
center variabilis Say). On further exam, her 
mother found another tick in her scalp, which 
was also removed. There was no history of pain, 
fever, headaches, or other prodromal symp- 
toms, except as mentioned above. 

She was taken to her local physician who 
did a lumbar puncture and reported this as 
“negative for polio” . . . (1 cell/mm®.). She 
was then referred here. 

Within eight hours, the patient’s parents 
noted rather marked improvement in her gen- 
eral condition, and by ten hours after removal 
of the ticks, she could sit, stand, and swallow 
without difficulty. 

The physical examination revealed normal 
vital signs. She was alert, cooperative, and in 
no acute distress. The two sites of tick attach- 
ment were identified and a third tick, un- 
attached and not engorged was removed. There 
was a moderate mucopurulent nasal discharge. 
There was no other evidence of infection. The 
neck was supple. The neurological revealed 
weakness in the arms and legs, especially in 
the legs. The sensory exam was intact. She 
walked with a staggering gait. The Romberg 
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was positive. She could pull up to a sitting 
position by grasping the bed rails. The biceps, 
triceps, and abdominal reflexes were normal. 
The knee and ankle reflexes were absent bi- 
laterally. 

The accessory clinical findings, including 
hemoglobin, WBC, differential, lumbar punc- 
ture, urine, STS, and cultures were all normal. 

She remained afebrile and within twenty- 
four hours the reflexes were all within normal 
limits. By thirty-six hours, she was walking 
well and there was no weakness evident. 

@ Case 5. E.K.B., a four-year-old white 
female, was admitted with the chief complaint 
of “staggering since yesterday and paralyzed 
since this. morning.” She was entirely well 
until 2:00 p.m. of the day prior to admission, 
when she rather suddenly developed “drunk- 
enness,” manifested by clumsiness and stag- 
gering gait. She continued playing, without 
fever or other symptoms and ate well. She 
went to bed and awoke on the day of admis- 
sion “limp all over.” She could not move any 
extremity and was said to be “completely 
paralyzed.” She could not stand or walk. She 
talked, swallowed, and breathed with difficulty, 
and she complained of some pain over the 
sternum. She vomited three times and was then 
brought to this hospital. 

The physical exam revealed normal vital 
signs with a respiratory rate of 16/min. She 
was quite fretful and unable to move except 
for moderate head control and respiratory ex- 
cursion. There were numerous lice in her hair. 
An engorged tick was found in the left post- 
auricular area. The neck was supple. The 
respirations were deep, slow and symmetrical. 
There was no evidence of infection. The neu- 
rological showed: marked weakness of the 
entire body except for the neck. She could 
move all extremities to a minimal degree, but 
could not maintain any posture. The sensory 
exam was intact. The deep tendon reflexes 
were absent throughout. The cranial nerves 
were intact. The patient appeared to have 
gross choreiform movements. 

The accessory clinical findings showed a 
normal hemoglobin, and WBC of 12,200 with 
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a slight shift to the left. The exam of the 
stool was positive for pinworms. Lumbar 
puncture: clear and colorless, no WBC. 

The tick was removed immediately. She 
remained afebrile and within twelve hours 
showed marked improvement in general muscle 
power. By the following day, her deep tendon 
reflexes had returned to normal, and she 
could sit and stand without assistance. She 
was then discharged. 

@ CasE 6. D.J.W., a two-year-old Negro 
female, was evaluated in emergency because 
of “weakness since this morning.” She had 
been well when her parents left for work, but 
when they returned for lunch they noted her 
to be “sick”—~as evidenced by generalized 
weakness and inability to stand alone. She was 
seen by her physician and referred here. There 
was no other history available. 

Physical exam revealed a temperature of 
38° C., but otherwise normal vital signs. The 
throat was injected, and there was moderate 
cervical adenopathy. There was questionable 
nuchal rigidity. An engorged tick was found 
in the scalp and removed. The exam was other- 
wise negative except for the neurological which 
showed “generalized weakness.” 

A lumbar puncture was negative. Cultures 
were negative. 

Three hours after.removal of the tick she 
had had marked improvement, in that she 
was standing and walking without difficulty. 
She was therefore discharged. 

@ CasE 7. A.S.U., a three-year-old white 
female, was admitted for evaluation of “paraly- 
sis.” She had been well until eighteen hours 
before admission when her mother noted her 
to be “walking funny:” She went to bed and 
awoke two hours later quite irritable. When 
she awoke on the day of admission, she had 
marked weakness of the lower extremities and 
could not walk. She took liquids well but 
refused all solids. While getting dressed to go 
to her physician an engorged tick was found 
on her scalp, and removed by her father (later 
identified as Dermacenter variabilis Say). She 
was seen by her physician and referred here. 

The physical exam revealed normal vital 
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signs. The general exam was negative except 
for the neurological which showed marked 
generalized weakness, with weak intercostals. 
The speech was thick-tongued and with a nasal 
quality to the voice. She had moderate res- 
piratory difficulty and difficulty with swallow- 
ing. 

The breathing was diaphragmatic. There 
was complete flaccid paralysis of the lower 
extremities and marked weakness of the trunk 
and upper extremities. The deep tendon re- 
flexes were absent in the lower extremities and 
diminished in the upper extremities. The gag 
reflex was poor. 

The accessory clinical findings including the 
hemoglobin, WBC, differential, urine, and OT 
were normal. A lumbar puncture was not 
done. 


The tick was brought in by her father and 
noted to be broken. Therefore, the site of 
attachment was explored by the neurosurgeons 
and the remaining mouth parts of the tick head 
were removed. Twelve hours later, she had not 
improved appreciably but the paralysis had not 
progressed. Within twenty-four hours, she was 


eating well and only her legs remained affected. 
In thirty-six hours, she was markedly improved 
and was discharged on the next day. 

@ Case 8. T7.L.M., a three and one-half- 
year-old white female, was evaluated because 
she was “unable to walk.” The day before she 
had fallen while attempting to enter the family 
car, but there was no evidence of trauma and 
no loss of consciousness. 

She awoke on the day of admission and 
fell to the floor when she tried to stand. She 
could crawl and move her legs, but could not 
stand without support. She was taken to her 
physician and referred here. 

The physical examination revealed the vital 
signs to be normal. The general physical exam 
was negative. The neurological exam showed 
absent deep tendon reflexes in the lower ex- 
tremities and hypoactive reflexes in the upper 
extremities. The sensory exam was intact. 
There was marked weakness only of the legs 
and she could stand only with support. The 
neck was supple. 
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Hemoglobin, WBC, differential, urine, stool 
and x-rays of her spine were all within normal 
limits. A lumbar puncture was not done. 

As soon as she arrived on the ward, a 
repeat physical exam revealed an engorged tick 
(Dermacenter Variabilis Say) just above and 
posterior to the left ear. This was removed 
and within twelve hours she was able to walk 
without assistance. By twenty-hours after re- 
moval of the tick, the physical exam was en- 
tirely within normal limits. She was then dis- 
charged. 

Discussion 

These eight cases point out some important 
facts concerning tick paralysis. Early recogni- 
tion and proper treatment makes this one of 
the few potentially fatal diseases which can 
be managed with such simplicity. Actually the 
diagnosis in our first case was prompted by a 
nurse’s discovery of two ticks on the child’s 
head. Since the remaining cases were diag- 
nosed at admission or shortly thereafter no 
deaths or complications have occurred. 

Complete removal of the tick is essential 
as is illustrated in Case 7. If the head and/or 
mouth parts are left attached, additional toxin 
may be absorbed with resulting increase in 
the severity of symptoms or delay in improve- 
ment. 

The discovery of one engorged tick should 
alert one to the possibility of the presence of 
other ticks. Three of our eight patients had 
more than one tick attached. All of the ticks 
found in our series were on the scalp, but 
other sites of attachment must not be over- 
looked. All of the identified ticks from our 
patients were common dog ticks (Dermacenter 
variabilis Say). 

It is also noteworthy that accessory clinical 
findings in these cases were within normal 
limits, except in Case 1 where the child had 
an “upper respiratory tract infection.” She 
had an elevated WBC with a shift to the left. 
Her initial lumbar puncture was reported nor- 
mal by her physician, but a repeat tap by our 
staff revealed “13 polys and 5 monos/mm‘*.” 
It was felt that this finding was secondary to 


the initial tap. In Case 2, the patient was 
reported to have had “10 to 12 WBC” in her 
spinal fluid studied elsewhere. Her repeat tap 
was normal. 

All of our patients have been female; the 
youngest being two-years-old and the oldest 
being six years. Six of these were white and 
two were Negro. All of these cases resided in 


A brief review of tick paralysis and report 
of eight cases is presented. The importance of 
early recognition, complete removal of the tick 
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STOP AT CORONER'S CORNER ... 


Read the stories doctors write of their 
experiences as coroners and 
medical examiners. 


unusual 


SEE PAGE 43a 
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iF was to be a “down and out” pass 
pattern during the first high school practice 
scrimmage of the year. The ball was snapped, 
the right halfback moved out through a hole 
between tackle and end and faded into the flat. 
He turned and picked a perfect pass out of the 
air but, before he reached the ground, he was 
hit high by the defensive end, who was dropping 
back to block the pass. An instant later, the 
left defensive line backer, who had come up to 
defend against the play, hit him low with a 
bruising, full-steam tackle. He was carried off 
the field a few minutes later on a stretcher, 
writhing with pain in his back. That was in 
1958. We saw him first in the fall of 1960 when 
he came to the University of Nebraska; but not 
to play football, because his football days 
were over. What was his story? Certainly one 
from which we all can profit, and one which 
forms the basis of this paper, and in fact, all of 
our theories about pre-participation football- 
examinations, especially those related to the low 
back. 

G. L. was a husky boy of fifteen, a freshman 
in high school, when he first went out for 
football. During his freshman year, he injured 
his back while playing. X-rays at that time 
revealed a congenital anomaly of the spine. 
After having worn a brace for a year and a half, 
the combined pressures of the boy, his coach 
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and his father (who was superintendent of the 
school) persuaded the physician in attendance 
to allow this boy to go out for football again 
in his junior year in high school. The above 
recorded story is a true account of his return 
to football. He never played another game. 
When seen at our clinic, two years later, he was 
still wearing a brace and was _ bothered 
by constant nerve root numbness and pain 
bilaterally. One stabilization operation had been 
unsuccessful. We urged him to drop out of 
school and have it reoperated. This was done, 
but did not relieve his symptoms entirely. His 
diagnosis, as best shown by x-ray, was “bilateral 
pedicle defects, spondylolisthesis and spina 
bifida occulta.” 

G. L. was not the only boy with such a story. 
There was D. R., a seventeen-year-old farm 
youth, examined in our clinic during his fresh- 
man year in University. He was accustomed to 
doing hard labor and had been bothered by a 
certain amount of recurrent low back pain for 
years. This was not incapacitating, until he was 
severely injured during a football game in his 
senior year in high school. A spot lateral of his 
lumbosacral joint revealed a spondylolisthesis, 
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Grade II, the structural cause of which was a 
bilateral pedicle defect (Figure I). This latter 
lesion is best shown in the oblique views (not 
presented here) but can be suspected by an 
abnormal channel (see arrow) usually seen in a 
good lateral view. Note the posterior “dishing” 
in the sacral segment. This boy is physically 
disqualified for military service and is the 
unwilling recipient of a chronic, disabling, low- 
back problem, precipitated by two general 
factors: 1. An unawareness, by physician, 
coach, parents and patient, of the existence of 
a bilateral pedicle defect, or the potential 
hazards inherent in an anomaly of this type. 
2. The physical stresses that are applied to the 
lumbo-sacral articulation during a vigorously 
fought football game. The net result, in this 
boy’s instance, is a back that will not only give 
him physical discomfort but which will limit 
his future occupation potentialities. 

Experience with these and other similar 
cases have led physicians at the University of 
Nebraska to be selective in their acceptance of 
candidates for varsity athletics. Because of 
such selectivity, we have often been the target 
for criticism, at times severe and lasting, from 
sports writers, alumni, coaches and parents. 
Interestingly enough, we receive the least criti- 
cism from the patient. As an example, let us 
consider the case of a healthy, young, seven- 
teen-year-old boy who possessed all the attri- 
butes of the player our team most needed, 
intelligence, speed and just enough weight and 
height to qualify him for a top-notch back 
field position. He was All-State halfback and 
voted “most valuable player” at the post- 
season All-Star game. He decided to select his 
home state University, a feat in itself consid- 
ering current recruiting practices. At the time 
of his physical examination he was rejected. 
The local and regional reaction was, to say 
the least, not favorable. What is his story? 

Although it was denied at the time of his 
physical examination, this young man had had 
sufficient back complaints for a year, or two, to 
create definite limitation of his activity. He 
felt it was just a stiff back, which improved as 
he limbered up. Physical examination, how- 
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ever, revealed a lumbo-sacral step defect, and 
x-rays confirmed spina bifida occulta, unilat- 
eral pedicle defect and Grade I spondylolisthe- 
sis. Varsity football competition is a rigorous 
activity, and especially so in our league, the 
Big-8, where bruising ground contact is the 
order of the day. Therefore, in spite of his 
excellence as a football player, we could not 
allow this boy with symptomatic spondylolis- 
thesis to risk further injury to his back. Neither 
could the parents, nor the coach, legally, or 
morally, assume the risk for him. 

The Committee on Injury and Sports of 
the American Medical Association has estab- 
lished a “Bill of Rights for the College Ath- 
lete,’ under which is found “Good medical 
care ... including: . . . a thorough pre-season 
history and physical examination. Many of the 
sports tragedies which occur each year are due 
to unrecognized health problems. Medical con- 
traindication to participation in contact sports 
must be respected.” Therefore, it is the respon- 
sibility of the physician to put this philosophy 
into action. 

We are now more sure of our position than 
we were in the past. Our first experience 
came in 1951 when a boy was accepted for 
varsity football in spite of the fact he had 
bilateral pedicle defects (L5) and a LS5-S1, 
Grade II spondylolisthesis. He played all four 
years but was bothered constantly by severe 
lumbar spasms with pain radiating down the 
back of both legs at times. He was an incon- 
stant player and could never be depended 
upon. He has since gone on to a more seden- 
tary type of occupation but still is bothered by 
chronically recurring backaches, and has re- 
marked that he wishes he had been refused at 
his pre-participation examination. Another 
experience came with M. K., an All-State half- 
back during his high school days. He was 
found to be suffering from a disc syndrome, 
x-rays revealing a L3-4 narrowing of the inter- 
vertebral space. His initial rejection caused 
such a storm of protest that it left a perma- 
nent scar in certain public relations. Accepted, 
he played fair Freshman football, received his 
disabling back injury while “horseplay wrest- 
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FIGURE = "Tunnel defect'’ of bilateral 
pedicle defect as seen in spot lateral view 
of lumbo-sacral junction. 


FIGURE 2 Pedicle defect L4 with Grade 
| spondylolisthesis L4-5; arrcw points to 
defect. 
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FIGURE lumbar spine. Appears 
normal. 


FIGURE 4 = Spot lateral view of lumbo- 
sacral junction. Spondylolisthesis is obvious. 
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ling” during the Christmas vacations, “laid 
out” his sophomore year, and “suited up” his 
junior year but did not play. He was eventually 
operated on and underwent stabilization sur- 
gery. J. C., an All-State basketball player, 
was refused because of bilateral pedicle defects 
without spondylolisthesis. He was accepted by 
another school but, during his first year of 
competition, became so disabled by back pain 
he eventually entered the vocational rehabilita- 
tion program. J. T. was rejected for football 
and basketball because of a pedicle defect 
L4-5 (Figure 2) with Grade I spondylolis- 
thesis. In addition, he had an anomalous first 
sacral segment and unilateral sacralization of 
LS. Accepted for track, he had constant low- 
back pain and lumbar and hamstring tightness 
and spasm. After one year of attempted track 
participation, he dropped all athletic compe- 
tition. 

In the past two years, during which fairly 
accurate records have been kept, twenty-seven 
candidates for all sports, amounting to approx- 
imately ten percent of the total examined, have 
been found to have clinically significant low- 
back anomalies. The most common of these 
have been pedicle defects. Figures 3, 4 and 5 
(all of the same patient) clearly demonstrate 
this most important of anomalies. Figure 3 is 
presented to show that a single A-P of the 
lumbar spine can be grossly misleading, since 
the lateral (Figure 4) shows a pronounced 
bilateral pedicle defect “tunnel” plus a Grade 
II spondylolisthesis. The oblique views, one 
of which is shown in Figure 5, demonstrate a 
very definite pedicle defect produced by the 
non-union of this neural arch. Pedicle defects 
are frequently clearly visible in spot lateral 
views of the lumbosacral articulation. Figure 
6 shows this, and also an attending spondy- 
lolisthesis. It is not always L5-S1 that is in- 
volved (see Figure 2) but occasionally other 
vertebra. The patient in Figure 7 had a “step 
defect” at L5-S1 on physical examination, 
which was found, on x-ray, to be due to a 
clinically insignificant spina bifida occulta. 
However, he was also found to be suffering 
from an osteochondrosis L3-4 which probably 
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FIGURE 5 


"Collar on scotty dog" defect 


of congenital non-union of pars interartic- 
ularis (pedicle defect). Oblique view. 


FIGURE 6 
lateral view. 


Pedicle defect as seen in spot 
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FIGURE 7 Osteochondrosis. Considered 
disqualifying for varsity football. 


represented an old unresolved epiphysitis; 
although, tuberculosis, brucellosis, or a low 
grade osteomyelitis, could not be ruled out on 
films alone. Occasionally, an A-P will reveal 
multiple anomalies (Figure 8) and a lateral 
(Figure 9) will confirm one’s suspicion that 
this person ought not be participating in var- 
sity football. 

Congenital anomalies of the lumbar spine 
are usually asymptomatic during childhood. 
The added weight and additional stresses of 
adolescence, coupled with the time factor, 
produce the symptomatology encountered in 
adolescence. All of our candidates for inter- 
varsity athletics are questioned closely con- 
cerning a history of low-back pain, catches, 
“Jumbago,” strains, “stitches,” or visits to 
chiropractor or, osteopathic physician. The 
physical examination is directed toward 
evidence of scoliosis, lordosis, flat lumbar 
curve, lumbar spasms, inability to do a good 
ninety degree forward bend. An almost cer- 
tain sign of significant lumbosacral disorder is 
the “step defect,” an easily palpable depression 


FIGURES 8 AND 9 Multiple anomalies of lumbosacral spine. 
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at the lumbo-sacral junction, and we rely upon 
it heavily as an indication of the need for 
further examination. Any candidate showing 
significant alteration of their low-back anatomy 
are referred to the x-ray department for films 
of this area. 

Any roentgenological examination of the 
lumbo-sacral spine that does not include A-P, 
lateral, right and left obliques of the lumbar 
spine, and a spot lateral of the lumbo-sacral 
junction are absolutely incomplete. As a good 
example, refer to Figures 10 and 11. Any 
casual, or inexperienced, observer would miss 
the anomalous articular facet on the right as we 
noted in the A-P (Figure 10). His impres- 
sion of a “normal lumbo-sacral spine” would 
be confirmed by the lateral view (Figure 11) 
which shows no spondylolisthesis. But the 
right oblique (Figure 12) demonstrates a clear 
“collar on the scotty dog” complete defect of 
the superior pars interarticularis on that side. A 


FIGURE 10 Asymmetrical facets L4-5 and left oblique (not shown) revealed changes con- 


suggestion of incomplete bridging of right 


superior pedicle (L5). Patient J. B. sistent with spondylitis on that side, but no 


FIGURE 11 Lateral lumbar spine view, FIGURE 12) Right oblique view of lumbar 
(Patient J. B.). spine. Patient J. B. Complete defect of the 
superior pars interarticularis L5. 
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defect. Thus, it is important that a complete 
X-ray survey be obtained, for it is on the basis of 
history, physical findings, and x-ray analysis that 
the examining physician must decide whether or 
not a candidate has significant lumbo-sacral 
pathology. 

What does, or does not, constitute significant 
lumbo-sacral pathology is a controversial mat- 
ter, and one must be entirely objective in 
arriving at any individual decision. One must 
first be a physician and last an alumnus. Any- 
thing short of that is unfair to the third, and 
most important party in this triangle, the boy 
himself. 

Any anomalous articulation in the lumbo- 
sacral area must be held suspect, particularly 
if it is attended by symptoms or history of 
backache. We disqualify all pedicle defects, 
and the reason is obvious. The interarticular 
facets and processes encircle the segmental 
nerves. A cartilaginous non-union of this bony 
protective ring would be subject to displace- 
ment under certain shearing forces encountered 
in football, wrestling, etc., and nerve root 
injury could result. Another categorically dis- 
qualifying disorder is spondylolisthesis, which 
is positive proof that the normal articular sup- 
ports have already been compromised. Spina 
bifida occulta itself is not disqualifying, unless 
severe or attended by chronic symptoms. Cer- 
tain diseases, an example of which is shown 
in Figure 7, should be held suspect, until found 
to be inactive. In the final analysis, it is the 
examining physician who must make the ulti- 
mate decision, and he must do this on the basis 
of his knowledge. We hope, by this paper, to 
stimulate consideration of these problems by 
physicians responsible for the health and wel- 
fare of our high school and college youth. 

It is well to remember that any physician 
who examines candidates for athletic competi- 
tion and passes them, assumes the responsi- 
bility for their physical fitness. In a legal opin- 
ion by the consulting attorneys for the Uni- 
versity of Nebraska, it was clearly stated that 
suit by an injured party to recover damages 


from the University for injuries suffered in 
athletic competition can be instituted only 
through legislative action. This governmental 
protection extends to everyone involved, 
coaches, trainers, assistant trainers, except the 
physician, even though he is a full-time em- 
ployee of the State. He must be individually 
responsible for his own decisions. Thus, an 
injured player, or his parents, or legal guardian, 
can bring suit against the physician, without 
having to obtain legislative permission, should 
any element of foreseeable injury be in evi- 
dence. It is well to remember that fact when 
the sports writers, the coaches, the alumni, 
and even the parents, criticize your decisions. 
They are essentially immune to legal action. 

But over and above all of that is the physi- 
cian’s responsibility to his patient, the boy. In 
the turmoil of adolescence, urged on by well- 
meaning parents who want their boy to excel, 
it is heartbreaking for a young man to discover 
that he is not physically perfect and that some- 
one doesn’t want him. It is difficult for a high 
school football hero to have to face his friends 
with the explanation that he has a bad back 
and cannot play, even though he is six feet, 
two inches tall and weighs 195 pounds. It is 
in this circumstance that the weak physician 
falters. “So what if he does strain his back? 
He will soon be out of sight and out of mind, 
and there will be other more immediate prob- 
lems to occupy the mind.” Over some ten, or 
eleven, years now, we have seen the results of 
this type of philosophy and action, and will 
not be party to it. We urge similar action on 
all physicians responsible for preseason ath- 
letic physical examinations. 
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... the Doctor Doesn't Make Sacrifices ? 


Sacrifice, says this physician’s wife, is a major part of the 
doctor's life. She asks: “How much is expected of a man — 
and his family?” We reproduce herewith one of the 


most sincere letters received by your editor in many a year. 


PERRIN H. LonG, M.D. 


Dear Dr. Long: 


I am a young wife of a new M.D. who has taken a straight medical 
internship at a university hospital. 

My father was a surgeon, completely dedicated to his profession and 
quite successful. He constantly worked and sacrificed both his health 
and enjcyment of family life to take care of the needs of his patients. He died 
at the age of 43 (narrowed coronaries). A close friend of my husband, 
a young and brilliant new physician volunteered to go into the Armed Forces. 
He died two weeks later, age 29, cause of death unknown. He left behind 
a young wife and two children. 

My husband’s hours are abominable, terrifyingly long, and completely 
unreasonable. His hospital furnishes medical care to a massive amount 
of people. He averages about 4 hours sleep per day—but not always. He has 
one day off a week, which is occupied by rounds from 6:00 A.M. to 
12 noon. When he arrives home, his fatigue is so great that he must rest. 
His compensation for this work is $190.00 per month; this is considered 
excellent pay for a university hospital. Food, rent, clothing, books and 
journals, insurance, car expenses are expected to come from this stipend. 
We have no social or family life for the obvious reasons. I am a high school 
teacher who must work to aid my husband. 

1 am writing this letter to you, because of your Editorial; “Your Support 
is Needed,” the quote of President Kennedy, the opinion of quite a large 
number of the laity, and above all the statement of “Self-sacrifice.” All I 
ever read or hear from the laity is the complete disinterest of the M.D. 
for the individual; all physicians are interested in Money, and that 
Sacrifice, Sacrifice, should be the upper purpose for an M.D. 

I ask you Dr. Long, is this not “Sacrifice?” The loneliness, the criticism, 
the lack of funds for new M.Ds or medical students, who give years of 


MEDICAL TIMES 


: 
/ 
, 


. 89, NO. 10) OCTOBER 196! 


their youth to a wonderful profession, in a world which cannot do without 
a doctor for one minute of a day. Why should only doctors sacrifice or 
constantly be the object of criticism? How much is expected of a man 
and his family? How many would go to a doctor’s office if he lived on top 
of a candy store and drove a 1949 car? Their attitude: He couldn’t be good; 
he is not making any money. 

The working man goes on strike if he is discontented with his lot. He is 
appeased by all and given rights, even if it damages the economy of our 
country. Suppose M.Ds went on strike. What then! Why shouldn’t a 
doctor be reasonably successful. He works doubly hard for his income. 
There are no benefits from the government or the laity. He only has his 
mind and his hands to do his labor of love. 

This defense does not apply only to my immediate family, but to 
the many physicians I know. Dr. Long, perhaps all think I am prejudiced 
toward the lot of the M.D. But I live it every day—all the heartbreak, 
discouragement, loneliness of this unthankful profession. I love it and 
wouldn’t trade my role in life for anything, because whatever I do, 

I can keep some semblance of normal life and contentment for my M.D. 

Dr. Long, I would like to see an article written in defense of the 
M.D. The facts, not conjecture about the life of a physician and his family. 
Please give these young men and their families a note of encouragement 
and inspiration. How can these men go on without a small semblance 
of recognition or respect? I only know that most M.D.s are dedicated 
and kind men, who try more than their utmost to ease the sufferings of others 
Few are self-centered. It is NOT a selfish profession; it can never be, 
because of the basic nature of its work. The laity want M.Ds to come during any 
hour of the day or night. Let that doctor request his fee of $5 to $10, 
then listen to the complaints. But if a T.V. tube is broken and the 
serviceman requests a sum of $10 to $24, that is all right. 

My husband does not share all of my ideas, because he feels that this 
is his duty and obligation to Society. What is Society’s obligation to him? 

The shortage of doctors is becoming acute throughout the U.S. and 
Canada. Why? Should the profession sacrifice standards to have an 
overabundance of poor M.Ds? They complain about the quality of our new 
M.Ds. Well, Sir, they should visit our hospitals—staffed by young men 
from American Medical Schools. They should visit their homes and 
see file cabinets, bookcases filled with books, taking dominance over any kind 
of luxury. They may not know everything—but they try and they are 
excellent M.Ds on the whole. 

The laity judge, prescribe and give advice about Medical problems. 
What Medical School did they go to for their degree? 

Dr. Long, I have heard my husband say (after 32 hours): “If only one 
of my clinical patients would state, ‘Thank you, doctor for your help’— 
it would make me feel like I could do 32 hours more work without 
benefit of sleep.” 

Thank you for your interest and kind consideration. 
Sincerely, 
CONSTANCE PHELAN 
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A, the population ages, chronic 
nontuberculous chest diseases become increas- 
ingly more frequent and important. Among 
these, emphysema is the most common and 
it is no exaggeration to state that this condi- 
tion causes much more morbidity, suffering 
and mortality than does bronchogenic carci- 
noma. Management of the patients who have 
emphysema, therefore, becomes a very impor- 
tant part of clinical practice. The disease proc- 
ess is associated with overdistention of the 
lungs, an increase in residual air and obstruc- 
tive breathing, and its essential pathology is 
dilation of the air sacs with rupture of the 
aiveolar wall, obliteration and confluence of the 
alveoli producing microscopic, or macroscopic, 
blebs. There is atrophy of the alveolar wall and 
the loss of surface for gasseous exchange, with 
resulting anoxemia. The anoxemia and perhaps 
the increased intra-alveolar pressure result 
in pulmonary arterial hypertension with 
subsequent hypertrophy of the right ventricle, 
cor pulmonale and ultimately cardiac failure. 

There is evidence that most people in the 
fifth and sixth decades have pathological 
evidence of emphysema but the changes are not 
sufficiently advanced to interfere with the 
respiratory reserve and to cause symptoms. 
When a diagnosis of early diffuse emphysema 
can be made clinically the pathological process 
is well advanced. 

Since proper treatment of any condition 
depends on accurate diagnosis, it is well to 
review a classification which we have found 
useful and to describe briefly the salient points 
of differentiation. A patient may be considered 
to have emphysema if there is a significant 
prolongation of expiration. Several varieties can 
be recognized. 

1. Acute obstructive emphysema associated 
with a periodic attack of extrinsic bronchial 
asthma. 

2. Chronic obstructive emphysema secondary 
to repeated attacks of extrinsic bronchial 
asthma. 

3. Chronic obstructive emphysema 
associated with and secondary to intrinsic 
bronchial asthma. 
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Management of the 


4. Chronic obstructive emphysema with 
bronchitis, cough and sputum production. 

5. Chronic obstructive emphysema without 
cough, bronchitis and sputum production. 

6. Chronic obstructive emphysema as part of 
the pulmonary changes secondary to silicosis, 
asbestosis, phosgene or other gases, radiation 
pneumonitis, tuberculosis, fungus infection, and 
subacute or chronic interstitial fibrosis. 

7. Nonobstructive emphysema which results 
from fixation of the spine and chest wall and is 
not primarily a pulmonary disease. 


Extrinsic Asthma 


Extrinsic asthma is a constitutional disease 
which usually begins in infancy and _ lasts 
throughout life. The attacks in the early years 
of activity of the disease are always periodic, 
with completely free periods between episodes. 
This is the most important point to be elicited 
from the history. During each attack, there is 
air trapping with resultant acute diffuse 
emphysema, which disappears as the attack 
subsides. It takes many years of intermittent 
attacks before significant organic emphysema is 
produced. These are the patients who react to 
skin tests with various allergens and are the only 
ones for whom specific treatment is indicated. 


Intrinsic Asthma 

Intrinsic asthma begins usually around the 
fortieth year. In a typical case, there may be 
nasal symptoms of vasomotor rhinitis for a 
short time preceding the onset of cough, or 
cough may be the presenting symptom. The 
cough occurs in paroxysms and, from its 
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Emphysematous Patient 


inception, there are no completely free intervals. 
After several months of attacks of spasmodic 
dry cough, the first attack of asthma occurs. 
Once established, there are no free periods, 
although, there are exacerbations and recessions 
in the severity and frequency of acute attacks. 
This is a highly allergic condition due to 
unknown allergens. Skin tests are useless. 
Because these allergic reactions are present 
continuously, bronchial distortion and chronic 
emphysema with cor pulmonale develop 
rapidly. 


Chronic Obstructive 
Pulmonary Emphysema 

This term will be used hereafter to refer to 
varieties three and four of the foregoing 
classification. It begins usually around the 
fortieth year with a gradual loss of exercise 
tolerance and dyspnea on exertion. A 
nontroublesome cough may, or may not, have 
preceded the onset of symptoms. As a general 
rule, no allergic history can be elicited. In the 
early stages, patients have more difficulty 
during daylight hours, and nocturnal attacks 
occur usually only after the process has 
progressed. The attack differs materially from 
that seen in bronchial asthma, where the 
dyspnea and wheezing are present for hours, 
unless specifically treated, and _ terminate 
gradually. 

In contrast, the emphysematous attack is of 
short duration and is relieved promptly by 
coughing up plugs of mucus. Those who have 
less advanced disease and who have no 
nocturnal attacks need a few minutes to an 
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hour, or two, on arising to clear their 
respiratory tract and to relieve the dyspnea 
and cough which occur at that time. Examples 
of emphysema are seen in which there are no 
cough and no nocturnal, or daily morning, 
attacks of dyspnea, the dyspnea being entirely 
exertional. 

When the physician has arrived at a diagnosis 
of chronic obstructive emphysema and 
determined its classification, how the patient 
should be managed is his most pressing 
problem. From our experience, the following 
methods are considered to be the most 
satisfactory. 

If the patient’s emphysema is associated 
with true extrinsic asthma, it is imperative to 
search for the causative factors which will 
usually be allergens which are inhaled into the 
respiratory tract. Of these, house dust is the 
most important and skin tests should be made 
with it. A positive scratch test using a purified 
and concentrated extract (Endo® or equivalent ) 
indicates that the substance is a probable cause 
of the underlying asthma. The patient's 
exposure to house dust should be reduced by 
the proper preparation of the bedroom and 
treatment with house dust extract instituted. In 
addition, other sensitivities should be searched 
for and proper management instituted. 

When emphysema is associated with true 
intrinsic asthma, no positive skin tests will be 
found and steroids often have to be used to 
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the intrabronchial edema and 
inflammatory reaction which materially 
increases the disability already present and due 
to the chronic emphysematous process. 

The emphysematous patient has an 
encroachment on his respiratory capacity so 
that the reserve is insufficient for adequate 
oxygenation during exercise. He will present 
himself for treatment when the disease has 
progressed to the point where it no longer is 
symptomatically acceptable to him. The 
following factors play important parts in 
producing the obstructive breathing and 
determine the principles to be followed in 
managing the patients. 

1. Mechanical factors at the respiratory 
bronchiole. 

2. Mechanical factors in the large bronchi. 

3. Pulmonary hypertension and cor 
pulmonale. 

4. Myocardial failure. 

1. Studies on so-called “dry emphysema,” 
namely on patients with obvious obstructive 
breathing without cough or expectoration, 
indicate that the obstruction occurs at the base 
of the respiratory bronchioles and can be 
explained by purely mechanical phenomena. 
When two or more alveolar sacs supplied by 
two, or more, respiratory bronchioles are 
connecied by rupture through their walls, 
the respiratory bronchiole collapses during 
expiration. There is no method of treatment 
which can affect this mechanism. 

2. Bronchial distortion due to accompanying 
bronchitis with edema and secretion narrowing 
the larger airways produces obstruction of the 
free flow of tidal air. The degree of this 
obstruction can be observed by the relief of 
acute distress by cough and expectoration and 
is the major cause of nocturnal attacks of 
so-called “asthma.” 

The occurrence of an acute upper respira- 
tory infection markedly increases the obstruc- 
tion due to this cause. 

3. The loss of pulmonary capillary bed and 
the anoxemia accompanying it lead to 
pulmonary hypertension and cor pulmonale with 
ultimate evolution into Group 4. 
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4. Myocardial failure and/or 
polycythemia. 

Patients who present themselves for 
treatment may be divided into groups. 

1. The shortness of breath on exertion is 
not acceptable to the patient. 

2. There is a marked increase in the usual 
symptoms associated with an infection in his 
bronchi or lungs. This usually is presented as a 
“cold” which has “settled in the chest.” 

3. There is marked increase in the usual 
symptoms because the patient is developing 
right heart failure. 

4. The increase is more gradual in nature 
and is due to an unsuspected secondary 
polycythemia. 

All patients with emphysema should be 
urged to stop smoking and to avoid insofar as 
possible all noxious fumes. They should be 
informed of the nature of their incapacity and 
encouraged to live useful lives within the limits 
of their respiratory reserves. 

Drugs should be used when indicated to 
dilate bronchial branches, to thin sputum, to 
stop aggravated and unproductive cough, to 
combat infection, to overcome anoxemia and 
to support the heart. 

The most useful drug for continuous therapy 
is ephedrine, or one of its analogues. It dilates 
bronchi and shrinks bronchial mucous 
membranes. It should always be combined with 
some hypnotic to control its cerebral stimulating 
effect. 

The patient in Group 1 should be tried first 
on ephedrine given in regular dosage. The usual 
dose is 25 mgms. (gr % ) together with 8 mgms. 
(gr. ¥8) phenobarbital or an equivalent given 
four times daily. If the sputum is thick and 
tenacious, potassium iodide 15 to 30 minims 
in a tablespoon of water before meals and at 
bed time should be recommended. If these 
measures prove effective no other medicinal 
preparations are needed. If, however, nocturnal 
attacks occur aminophyllin should be added. 
This drug is least effective by mouth, and is 
best administered for continuous treatment in 
dosage of 0.48 gm. (7% gr.) in 30 cc. of water 
per rectum every twelve hours. This is easily 
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managed by the patient using an infant rectal or 
an ear syringe. Aminophyllin in aqueous solu- 
tion is much more effective than in suppository 
form and much less expensive. Unusual 
excitement with subsequent hyperventilation 
may induce acute respiratory distress which 
often may be relieved quickly by the inhalation 
of 1-100 epinephrine, or one of the comparable 
solutions on the market, using a hand nebulizer. 
Patients must be trained in its use to obtain 
satisfactory results. The recommended method 
is as follows: 

The open end of the nebulizer is placed 
between the lips with the mouth open and the 
bulb is squeezed quickly and firmly several 
times during inspiration. This is repeated 
through three inspirations. At the end of the 
third inspiration, the patient is urged to exhale 
as completely as possible. Spraying is given 
during the fourth inspiration, which should be 
as deep as possible, after which the breath 
should be held for a short period. This 
procedure may be repeated twice after a rest 
period of five minutes. If complete control of 
the seizure is not obtained by this amount of 
nebulization, one should resort to sublingual 
isopropylarterenol HCl, since excessive use of 
the nebulizer will result in dryness and irritative 
changes in the bronchial mucosa. 

The Group 1 ambulatory patient who is doing 
well on the recommended management develops 
an acute upper respiratory infection. The 
symptoms are aggravated and, unless prompt 
treatment is instituted, respiratory failure 
ensues and the patient, now in Group 2, needs 
hospitalization. Treatment in addition to that 
already described for Group 1 patients consists 
in measures to combat anoxemia and infection. 
It is imperative to administer oxygen, despite 
the danger of possible CO, narcosis. If an 
Intermittent Positive Pressure machine is 
available and used, CO, is removed during the 
oxygen administration and respiratory acidosis 
is combated. If such apparatus is not available, 
oxygen may be given at a minimal rate (4 
liters per minute in a tent) or by nasal catheter. 

It is imperative, however, that the nurses 
and aids be familiar with the symptoms of CO, 
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narcosis so that oxygen therapy can be stopped 
at the first evidence of toxic symptoms. 

Treatment with broad-spectrum antibiotics 
should be started at once, even though 
there is little or no, fever, or other 
evidences of infection. One should not wait for 
bacteriological and sensitivity studies. The 
airways should be dilated as much as possible 
by both direct application of shrinking agents 
to the bronchial mucosa and by systemic 
dilation of bronchi. The inhalation of 1-100 
epinephrine combined with a wetting agent 
either by power atomizer, or Intermittent 
Positive Pressure, is desirable for periods of ten 
minutes at a time, repeated every hour, or two. 

Aminophyllin should be given slowly 
intravenously in dosage of .5 gm. (gr. 7.5) 
and repeated at four-hour intervals. Severe 
unproductive cough should be controlled by 
codeine or dihydrocodeinone bitartrate 
(Hycodan,® Endo). 

Patients who do not respond promptly to the 
above management should be considered to 
belong to Group 3 or 4, in which puimonary 
hypertension and cor pulmonale with right 
heart failure complicate the picture. The 
findings will be those of mild to severe 
congestive failure and the treatment consists of 
digitalis and diuretics as indicated by the 
condition of the patient. Those with markedly 
increased hemoglobin should be bled in an 
attempt to keep hemoglobin around 15 gms. 

Steroids have been recommended for 
treatment of those patients who are not 
responding well to the treatment as outlined. If 
used, they must be administered only for short 
periods of time and with full knowledge of their 
masking effects on infection. In our experience, 
steroids are of little or no use in chronic, 
obstructive empsysema, unless it is present as 
a complication of true allergic bronchial asthma. 
In fact, when steroids are followed by sharp 
improvement in symptoms, one should 
re-examine the diagnostic classification of the 
patient. 

In addition to the management outlined 
above, a number of mechanical methods of 
treatment have been advocated. These range 
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from daily use of bronchodilators and 
wetting agents administered by Intermittent 
Positive Pressure through diaphragmatic 
breathing exercises, emphysema belts and 
pneumoperitoneum. 

In our experience both in_ hospitalized 
patients and in a prolonged study of domiciliary 
members followed for periods of from twelve to 
thirty-six months, these procedures have not 
contributed significantly, as indicated by careful 
and repeated ventilatory laboratory studies. 

It is of great interest to note that most 
patients report significant improvement over 
long periods of time when they are adequately 
managed by a physician who spends time with 
them and is interested in their welfare. In fact, 


CLINI-CLIPPING 


INTERSTITIAL TYPE OF HERNIA 
Proparietal or extraparietal 

(superficial) between superficial 
fascia and ext. oblique muscle. 


subjective improvement parallels the time and 
interest displayed by the physician. 

The long-term subjective improvement re- 
ported by patients can seldom be substantiated 
by objective laboratory measurements. These 
observations emphasize again the importance 
of the management of the patient rather than 
just treating him. 


Summary 


We have outlined a working classification of 
emphysema and the methods of treatment which 
we have found to be most useful. 


Veterans Administration Center 
Pinellas County 


\\ 


MEDICAL TIMES 


| | ts 
ce 
<A 
} 
\ 
: 
TESTIS A 
jj 
1030 | 


a have no business doing 


psychotherapy and what’s more you really don’t 
want to do it! 

You are being oversold by mental health 
experts who proclaim that the general practi- 
tioner’s office is the first line of defense against 
mental illness. You are offered credits (bribes ) 
for courses, ambitiously entitled, ‘“Psycho- 
therapy for the General Practitioner, Psychiatry 
in Everyday Practice,” etc. You are encour- 
aged to learn hypnosis, the grandson of animal 
magnetism and the magical panacea for all 
emotional disorders. 

The Federal Government, too, has gotten 
into the act. Through the National Institute 
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Who Said 
You Should Do 
Psychotherapy? 


SIDNEY R. BOLTER, M.D. 
Detroit, Michigan 


of Mental Health, grants are being offered to 
induce physicians to give up practice and enter 
a psychiatric residency. Stipends up to $12,000 
a year are dangling in front of your eyes to 
help you maintain the split-level mortgage 
while studying psychiatry. 

Before we go further, let me ask you this: 
Why did you study medicine? I’m not asking 
for a deep probe of your unconscious mind. 
I don’t want you to explain your hidden mo- 
tives by using a quotation from one of my 
learned colleagues. If you don’t become en- 
tangled in psychodynamic globbledyguok, your 
answers will revolve around interest, security, 
and prestige, mixed with an indefinable and 
incalculabie amount of humanitarianism. 

Let me ask you another question: Why 
didn’t you study psychiatry? Why didn’t you 
enter specialty training in this field after med- 
ical school and internship? If you are honest, 
you will find that the answers to all these 
questions are closely related. If you were 
deeply interested in the anatomy, physiology, 
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chemistry, and pathology of the human organ- 
ism, it is likely that you found psychiatry a 
very dull and/or intangible area of study. And 
let’s not blame all this on the professor. You 
just weren’t interested! 

Now don’t feel guilty. Just sit back and 
light your pipe. Admit that your patients’ daily 
struggles with their wives, their jobs, and their 
mothers-in-law don’t move you an inch. Or- 
ganic medicine is your meat and psychologic 
medicine is your poison. 

If this doesn’t relieve your mind and you 
still think you ought to learn to do psycho- 
therapy, then as my long-deceased grandfather 
used to say, “Give a listen!” 

The term psychotherapy is elastic enough 
but the name of psychotherapist stretches it 
even further. Today everyone is a self-styled 
therapist, or, at the very least, a shrewd ob- 
server of the human scene. From the sharpest 
auto salesman to the most dignified clergy- 
man, we hear the platitudes which pretend to 
explain human behavior. The air about us is 
literally filled with the molecules of “common 
sense psychiatry.” Multitudes of “90-day 
wonders” (clinical psychologists, psychiatric 
social workers, counselors, etc.) are scrambling 
for recognition. 

At this point let me ask you another ques- 
tion: Would you send your wife to one of 
these people? You most certainly would not! 
When a member of a doctor’s family requires 
medical attention, he sends her to a well-trained 
specialist. 

Specialists in psychiatry don’t depend on 
common sense alone. They have undergone 
years of arduous training, including the same 
basic medical experience which you, yourself, 
have had. The psychiatrist knows something 
about physically sick people long before he 
attempts to learn about their aberrant behav- 
ior. He has dressed wounds, delivered babies, 
and held retractors alongside of you. After 
you both finished your internships, then, and 
only then, did your paths separate. To com- 
pare him with any of the so-called therapists 
previously mentioned is akin to comparing a 
West Point graduate with a raw recruit. The 
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recruit may be enthusiastic but he doesn’t know 
what he is doing. 

Psychotherapy demands more than training. 
It requires a special kind of curiosity. It re- 
quires interest in detail. And above all, it 
requires time and the ability to wait. Some- 
one has said that psychiatrists should do well 
in the stock market because they know how 
to wait. Certainly, if you are in a hurry for 
something to happen, psychiatry is not your 
calling. 

There is yet another requisite for doing good 
psychotherapy. I will have to call it “Factor 
X” for lack of a better name. It is that inscrut- 
able quality of personality that calls forth the 
most intimate confidence of other human be- 
ings. After several years of teaching psychia- 
try, I firmly believe that “you've got it, or you 
ain’t got it.” 

What is this thing called good psycho- 
therapy? Perhaps it is easier to define what 
it is not. 

@ First, psychotherapy is not just listening. 
In a central California town, an ad appeared 
in the newspapers, “Professional Listener— 
$1.00 an hour.” If listening were all that was 
necessary, then psychotherapy wouldn’t be 
worth much more. I am sure you have heard 
the joke about the young psychiatrist and the 
old psychiatrist discussing the fatiguing nature 
of doing psychotherapy: 

The young psychiatrist who looks bedraggled 
and depressed at the end of the day meets the 
old psychiatrist who still looks dapper and 
ready for anything that comes by. The young 
man then asks the older practitioner, “After 
doing psychotherapy and listening to so many 
patients for so many hours, how can you 
still look so peppy?” 

The older man replies, “Who listens?” 

Not only must the psychiatrist listen but he 
also must understand what he hears ard help 
the patient interpret specific feelings, thoughts, 
and behavior. 

@ SECOND, the psychiatrist must not make 
moral judgments. It is not a question of right 
versus wrong, but rather a question of why 
versus why not? For example, when a young 
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man comes into the office to ask whether pre- 
marital intercourse is right, or wrong, it is not 
the psychiatrist’s place to give him the go- 
ahead signal. It also is not his place to con- 
demn the act and add to the natural guilt 
present. The good therapist will assist the boy 
to come to his own decision after inviting him 
to discuss the various aspects of sexual life 
and his own particular background of experi- 
ence, attitudes, and feelings. 

A woman enters the psychiatrist’s office and 
begins to talk about her mother who evidently 
is very domineering and trying to run her life. 
The woman has a great deal of guilt and 
anxiety because of her hostile, angry feelings 
toward her mother but, on the other hand, 
has felt that her mother was always right. The 
patient cannot be told that she is bad for 
feeling deep resentment toward her mother. 
She cannot be told that she is an angel because 
she hates her mother. Her feelings toward her 
mother must be discussed in every detail and 
the reasons for her attitudes must be brought 
to light so that she, herself, can come to 
some intelligent course of action in her rela- 
tions with her mother. 

@ THIRD, the psychiatrist who is doing good 
psychotherapy cannot give direct advice, ex- 
cept in unusual circumstances. You probably 
have noticed that a psychiatrist seldom recom- 
mends any major change in a patient’s life such 
as divorce, new job, etc., and he has a good 
reason for avoiding this action. It can only 
boomerang because mature human beings must 
make their own decisions and decisions made 
by others for them will almost always be re- 
gretted. The danger of overidentification with 
the patient is ever present. The therapist must 
be constantly aware that it is the patient’s mar- 
riage, or job, or future plan, that is at stake 
and not his own. It is bad psychotherapy to 
advise a patient by putting oneself in his shoes. 
For example, a couple comes to the psychia- 
trist to talk about divorce. The question of 
divorce frequently occurs in our super-sophis- 
ticated society and is now becoming a prob- 
lem more often presented to the practicing 
psychiatrist. Many patients no longer want to 
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see marriage counselors and would rather go 
to someone whom they consider omniscient 
and omnipotent in some mysterious way. The 
psychiatrist cannot allow himself to be caught 
in this trap. He cannot condone or condemn 
divorce. He must encourage the two people 
involved to reveal their deepest feelings con- 
cerning each other and then try to guide them 
toward sufficient understanding to enable them 
to make their own decision. Remember that 
the psychiatrist cannot play God. 

@ Last, the psychiatrist cannot tell people 
how to live. The public may enjoy reading a 
popular article entitled, “Ten Ways to Preserve 
Your Mental Health” (and it might bring in 
a few dollars for the author) but this kind of 
advice is better left to the self-appointed psy- 
chotherapist. There are no pat formulae for 
mental health and, in fact, it is a debatable 
question as to whether or not we can even 
define mental health. A patient came to me 
on one oecasion and said, “I want to feel 
good all of the time.” This is one of the 
cultural delusions of our age and is partly re- 
sponsible for the large sale of tranquilizers to 
people who really don’t need them. Psychia- 
trists repeatedly must point out to patients and 
to the public in general that we have no magic 
roads to feeling the euphoria of the well-fed 
infant and that good psychotherapy and psy- 
chiatric practice does not have this as its goal. 

Good psychotherapy is a method of skill- 
ful guidance toward self-understanding, reason- 
able control of emotions, and _ intelligent, 
anxiety-free decision making. Whether this is 
accomplished by short-term methods, or by 
formal psychoanalysis, the goal is to get the 
patient to do it. At best, this is an extremely 
difficult task and presents occupational hazards. 

One of the dangers which is always present 
in psychotherapy is the chance that treatment 
might make the patient worse. Psychotherapy 
is not always the treatment of choice and the 
psychiatrist must be able to turn down patients 
as well as accept them. If treatment is begun, 
there may be phases when the patient appears 
to regress and feels that “the treatment is 
worse than the disease.” The therapist then 
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receives calls from well-meaning but frantic 
relatives with all sorts of recommendations for 
handling the patient. He must resist these non- 
professional suggestions as he resists his own 
urge to “do something” prematurely. 

The therapist also must be cautious that he 
does not become involved with the patient’s 
struggle with his environment that he cannot 
retain his objective neutrality. As stated above, 
he must not overidentify with the patient. He 
must be able to withstand the onslaught of 
the patient’s needs to test him and the patient’s 
needs to try to bring him into his phantasy 
life. A common example is the lonely woman 
who develops transient but strong feelings of 
love for the therapist. The patient may go to 


I recognize I have not painted a pretty 
picture. I have tried to be realistic. I have 
attempted to define what a good psychothera- 
pist does and what dangers lie in his path. 
I purposely have tried to discourage you from 
following this path by pointing out your lack 
of interest and your inadequate training. Psy- 
chiatry is not fun. It is hard work, rewarded 
only by inches of progress along the measuring 
stick of personal growth. Patients are not 
grateful. They are only satisfied, or dissatis- 


Summary 


great extremes to express these feelings and 
the therapist must be capable of understanding 
that these protestations of love, affection, and 
admiration are only part of the patient’s illness 
and that they must be worked through. An 
equally common but less ego-building situation 
in psychotherapy occurs when the therapist 
becomes the object of the paranoid’s delusions 
of persecution. This can create a substantial 
hazard and threat to the therapist’s life and, 
even if it does not proceed to this extreme, the 
therapist is constantly being harrassed and irri- 
tated by the patient. He must be able to with- 
stand this aggression and treat it realistically 
in the same way that he withstands affection 
and sexual interest. 


fied, with the results of several hundred hours 
spent with you. There are no heroes in psy- 
chiatry. 

Let me add a final note. If you still want 
to do psychotherapy, there is room for you and 
you will be welcomed. Find a good psychia- 
tric residency and make the most of what it 
offers. In other words, come on in, the water's 
fine—but make sure you can swim! 


18916 Woodward Avenue 
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Share a light moment or two with 


their practice. 


readers who have contributed stories 
of humorous or unusual happenings in 
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PROMAZINE-MEPROBAMATE COMPOUND 


A medication in the treatment of 


ALCOHOL ADDICTS 


The acute and subacute stage of 
the withdrawal period in alcohol addicts re- 
quires efficient and prompt alleviation of the 
withdrawal symptoms, mostly agitation, anxiety, 
tremors, restlessness, and insomnia. At the 
same time, it has to be borne in mind that 
the excessive ingestion of alcoholic beverages 
which precedes hospitalization, may cause a 
marked depression of the central nervous sys- 
tem and that, therefore, the medication pre- 
scribed must not further impair that existing 
condition. Secondly, it seems to us as justified 
to assume that an alcohol addict will just as 
easily develop an addiction to any habit-form- 
ing drug if that drug will offer a quick grati- 
fication of his needs comparable to that en- 
tailed by consumption of alcoholic beverages. 

Such secondary addictions have been ob- 
served in relation to quick acting barbiturates 
and paraldehyde. 

Between this Scylla and Charybdis, various 
therapeutic agents have been tried out at the 
Washingtonian Hospital in the pre-tranquilizer 
era. In 1947, one of our publications reported 
about our experience with sub-shock doses of 
insulin as a rapid and painless detoxicant.’ In 
1951, we published a report about our experi- 
ence with adrenal cortex extract as a detoxi- 
cant and sedative agent.? In 1953, we reported 
about the effect of a belladonna-ergotamine 
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JOSEPH W. GAUTHIER, M.D. 
Boston, Massachusetts 


combination as a non-sedative compound en- 
tailing sedation.* 

In recent months, a capsule containing 25 
mgms. of promazine and 200 mgms. of mepro- 
bamate* was applied as an ataraxic agent at 
this hospital, in the subacute stage of alcohol 
withdrawal. In our clinical experience, neither 
component when applied singly, even in sizable 
doses, was quite satisfactory. Out of several 
hundred patients treated with this compound, 
a group of fifty patients, who received Prozine, 
was studied more closely. Forty-five of them 
were males, five females. 

Their ages ranged from twenty-nine to sixty- 
six; their weight from one hundred and five to 
two hundred and thirty pounds. 


From the Washingtonian Hospital, Boston, Massachu- 
setts. 

Dr. Thimann is Medical Director, The Washingtonian 
Hospital. 


Dr. Gauthier is Assistant Physician, The Washingtonian 
Hospital. 


* Under the trade name Prozine®, supplied by Wyeth 
Laboratories, Philadelphia |, Pennsylvania. 


The period of addictive drinking extended 
up to thirty-five years. The number of hos- 
pitalizations for alcoholism ranged from one 
to thirty-three. The amount of alcohol con- 
sumed during relapses varied from one pint to 
two quarts of whiskey daily in addition to 
varying amounts of beer or ale. One patient 
was a straight wine drinker. 

In two patients, the acute stage of intoxica- 
tion was complicated by acute alcoholic hallu- 
cinosis, in one case by delirium tremens. In 
one patient, chronic alcoholism was compli- 
cated by addiction to barbiturates. In another, 
a female patient, in addition to chronic alco- 
holism, there was a history of heroin addiction, 
which was, however, treated successfully sev- 
eral years prior to admission to this hospital. 


Medication 


On average, during the first two days after 
abrupt withdrawal of alcohol at the time of 
admission, the medication consisted of Sparine® 
i.m., or i.v., or paraldehyde. After the acutest 
symptoms were over, beginning the third day, 
Prozine® was instituted, one to two capsules 
every three to four hours. In the group under 
study, this therapy was extended for a period 
lasting from three days to five weeks. Two of 
the fifty patients were not hospitalized during 
the period of observation. They were treated 
as outpatients. 


Discussion 


Undesirable side effects were very rare and 
minimal. Two patients complained of drowsi- 
ness. Two patients who seemed to need more 
than one capsule at a time, developed, after 
a dose of two Prozine capsules, dizziness, gid- 
diness and lethargy. Brief discontinuation of 
medication followed by Prozine doses not ex- 
ceeding one capsule eliminated the side effects 
promptly and also brought about with the case 
of one of them, “very good relief from anxiety,” 
in the words of the observing physician. 

In one patient with a history of delirium 
tremens and convulsive seizures, it was the 
impression of the staff that possibly either 
Promazine,® applied intramuscularly during 
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the first two days of hospitalization, or Prozine 
which then replaced Promazine contributed to 
a longer series of convulsive seizures than on 
previous hospitalizations of that patient. The 
staff felt it indicated to discontinue Prozine in 
that case. In general, it was the impression of 
the staff that Prozine entailed good improve- 
ment or complete elimination of anxiety, vari- 
ous fears, agitation and tremors. 

A few brief case histories will illustrate the 
response to Prozine. 

@ Case ONE: C.H., 48-year-old male, weigh- 
ing 180 lbs., blood pressure 112/78, chronic 
wine drinker. On admission in a state of acute 
brain syndrome, delirium tremens. Because of 
concurrent gastroenteritis with vomiting, un- 
able to retain food or even alcohol for three 
and half days prior to admission. (Prodromal 
stage of delirium tremens?) He appeared 
tense, restless, tremulous, with mild delusions 
of persecution and both auditory and visual 
hallucinations. Therapy was started with 
Sparine intravenously, followed by paraldehyde 
and chloral hydrate during the first three days 
of hospitalization. Then this regimen was re- 
placed by Prozine capsules one to two, every 
four hours, as necessary. Hospitalization lasted 
twelve days. Clinical results were described 
by the staff as “very good; rapid, progressive 
recovery and complete dissipation of psychotic 
ideation within the first few days.” 

@ Case Two, OUTPATIENT: J.B., 42-year- 
old male, 160 lbs., B.P. 115/70, problem drink- 
ing started when patient was in his thirties. 
Complaint: marked anxiety, tremor, restless- 
ness, apprehension, nausea, heartburn. Unable 
to stay away from work, asked for outpatient 
treatment. Duration of observation and treat- 
ment February 18 through March 7. Only 
medication: Prozine capsules one to two, every © 
four hours substituting for quickly tapered off 
consumption of alcohol. Clinical results: 
Patient was able to stop drinking on the day 
he began using Prozine. Returned to work very 
soon and remained sober for whole period of 
observation. No side effects. 

@ CasE THREE: OUTPATIENT: D.L., 47- 
year-old male, 190 lbs., B.P. 115/70, addiction 
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to alcohol and barbiturates. No use of barbitu- 
rates for a “longer period.” Complaint: anxiety 
attacks with palpitation, shortness of breath 
and claustrophobia. Duration of observation 
and therapy: two weeks. Prescription: Prozine 
one capsule only as necessary for severe 
anxiety. Other medication: not simultaneous. 
Previously: various tranquilizers. Clinical Re- 
sults: excellent relief of anxiety, good relaxa- 
tion, no grogginess, no depression or lethargy. 
More efficient results than in previous tran- 
quilizers. 

@ Case Four: J.P., 38-year-old male, 165 
lbs., B.P. 110/74, twelve years problem drink- 


A capsule containing promazine mgms. 25 
and meprobate mgms. 200 was applied as med- 
ication in the subacute (and in the case of 
one outpatient in the acute) stage of alcohol 
intoxication of fifty addicts. Clinical response 
to this medication was “very good” in eighteen 
percent of the cases, “good” in sixty percent, 


1. Joseph Thimann, M.D.: “Insulin Sub-Shock as Therapy 
for Acute Alcohol Intoxication.” Quarterly Journal! Studies 
on Alcohol, March 1947. 

2. Joseph Thimann, M.D.: “Review of New Drug Thera- 
pies in the Treatment of Alcoholism,"’ New England Jour- 
nal of Medicine, 244:939-941 (June 21, 1951). 


Summary 


References 


ing. Last Bout: One week preceded by two 
months sobriety. Daily alcoholic consumption: 
One quart whiskey. No serious illness, but 
always emotional instability. Lost many jobs 
because of drinking. Edema of face and hands 
on admission which disappeared within forty- 
eight hours. Duration of treatment and obser- 
vation: February 20 through February 23. 
Therapy: Initially chloral hydrate and paralde- 
hyde, replaced rapidly by Prozine,® one cap- 
sule taken every four hours. Clinical Results: 
Discharge three days after admission in “pretty 
good condition, fastest recovery in four admis- 
sions to Washingtonian Hospital.” 


“slight improvement” in eighteen percent and 
“no improvement” in four percent of the fifty 
patients. 

There were no serious side effects and the 
few which did occur were eliminated quickly 
by reduction of the dosage or discontinuation 
of the medication. 


3. Joseph Thimann, M.D.: "Sedation of Alcoholic 
Patients with Nonsedative Drugs,” The American Journal 


of Psychiatry, Vol. 109, No. 9, March 1953. 
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WHAT'S YOUR DIAGNOSIS? 


Read the film and compare your find- 
ings with those of a top radiologist. 
SEE PAGE 33a 
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A SIMPLIFIED APPROACH 


; sophistication of the modern 
medical laboratory has become astounding. 
Machines now perform once complicated 
analytical procedures with both speed and 
accuracy. Such a boon in the equipment 
industry has brought the flame photometer to 
many hospitals, and the determination of serum 
electrolytes is now a common procedure. All too 
often, though, the results of the laboratory tests 
are not in agreement with the clinical picture, 
and unwary clinicians have been trapped into 
treating the electrolyte concentrations instead 
of the patient, sometimes with disastrous results. 

Low serum concentrations do not always 
signify total body ion deficits, and often do not 
require any correction at all. This paper will 
deal with the major body cations; sodium, 
potassium and magnesium. Some causes for 
subnormal concentrations will be discussed, 
with a few suggestions for therapy. 

First, three basic premises must be reviewed. 

1. Disorders of electrolytes are rarely 
diseases in themselves, but are only 
manifestations of disease, and the basic therapy 
must be directed at the primary pathology. For 
example, a semi-comatose patient may be found 
hyperpneic, with a low sodium and low plasma 
bicarbonate. He may temporarily respond very 
satisfactorily to infusions of saline or lactate 
but, until the diagnosis of diabetes mellitus is 
made and insulin therapy begun, he has little 
chance of recovering. 
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The same is true for surgical diseases, as 
often the electrolyte disturbances cannot be 
fully corrected until the pathology is removed. 
In acute situations, it is folly to prolong 
preoperative management until the electrolytes 
are “normal.” It is far more important to 
relieve an intestinal obstruction than to bring 
the serum sodium from 135 to 140 meq/liter. 
It is only necessary that a start be made in the 
right direction, and in emergency situations this 
can usually be done in a matter of hours. 

2. Clinical signs and symptoms of the various 
electrolyte disturbances have been well 
documented® and will not be discussed in this 
paper, but it is well to remember that these 
vary more with the rapidity of change than 
with the absolute amount, and over a long 
period, large losses are often well tolerated. 

3. The gastrointestinal tract is the normal 
route of absorption of water and electrolytes. 
As soon as feasible it should be restored to full 
function and all parenteral fluids discontinued. 


Sodium 

Sodium is by far the most prevalent cation 
in the plasma and extracellular fluid, making 
up ninety-percent of the osmotic strength of 
the positive ions (Figure 1). Thus when the 
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sodium is low, the tonicity or osmotic strength 
of the plasma is low and is thus hypotonic. HCOz 
Since all body fluids are believed to be in 

Osmotic equilibrium, the extracellular and HHCOs 
intracellular fluids must also be hypotonic. 

There is one exception to this. If the 
non-electrolytes are elevated, they contribute 

to the osmotic strength of the plasma and the 

serum sodium can become low to equalize the 

tonicity with the cells.‘ In such a case, a low 

serum sodium does not represent sodium 

deficit and should not be treated. These 
non-electrolytes include glucose, lactate, 
pyruvate, bilirubin and fat, and an abnormally 

high level of any of these can depress the serum 

sodium, although ordinarily only fat shows this 
phenomena. Urea is so freely diffusible in or B 
out of the cell that a high level does not usually a mG eal 
affect osmotic relationships. 


Prot. 


True sodium losses however are much more 
common. All body fluids contain sodium, and , : 
when these fluids are lost, sodium is also lost. stactrotyte 
The secretions of the gastrointestinal tract are one 

that sodium is the predominant positive ion in 
all almost isotonic with plasma and can be lost the plasma. 
by vomiting, diarrhea, fistulas or occulty into 
an obstructed or adynamic bowel. Since these 
fluids are isotonic, their loss is not initially 
reflected in any change in concentration of the 
serum sodium. This situation is similar to the 
hematocrit in acute hemorrhage, where little K+ Nat 
change occurs until dilution can take place. - 
Thus a patient can have a large and K* Nat 
life-threatening loss of body fluid and still have Kt Nat 
normal serum electrolytes. In this early stage, cell 
parenteral therapy should be with isotonic extracellular fluid 
solutions, either saline or Ringer’s, or one of 
the newer pharmaceutical solutions that attempt 4 Urine formation 
to correspond to the type of fluid lost. 

With progressive loss of fluid and electrolyte FIGURE 2 Diagrammatic representation of cell 
the body seeks to maintain the extracellular and extracellular fluid-showing sodium as the 

2 ‘ main extracellular ion and potassium as the intra- 

volume at the expense of ion concentration ogthiine eae. 

(i.e., dilution and hypotonicity occur—again 

similar to the falling hematocrit in hemorrhage). 

An adequate extracellular (plasma) volume is 

necessary for proper cardiac action and blood 

flow. To maintain this volume, the kidneys 

conserve all available water. This water comes 

from two sources; the most common is from 


PLASMA CELLS 


NORMAL 
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administered water, either drunk by the patient 
or given parenterally in the form of five percent 
glucose in distilled water. A smaller but none 
the less important source of ion free water is 
from the oxidation of the body’s own food 
stuffs and tissues, a catabolic process for the 
production of energy. This water also finds its 
way into the extracellular space, increasing the 
hypotonicity, but also, more importantly, 
helping to maintain the plasma volume. As 
hypotonicity develops water shifts into the 
relatively hypertonic cells, causing them to swell 
until osmotic equilibrium is reached, (Figure 
3) and thus the whole body becomes hypotonic. 
Potassium is also lost both with the fluid, 
vomitus, et cetera, and through the kidneys, and 
this contributes to the hypotonicity.* 

Therapy in this situation depends on two 
factors; the degree of hypotonicity (i.e., the 
serum sodium) and the volume of the 


extracellular space, which may be normal, 
increased or markedly decreased, depending on 
the amount of water retained. The important 
thing is the actual amount of sodium which has 
been lost, but unfortunately there is no practical 


way to determine this at the present time. 
Many authors advocate giving enough so- 
dium to restore normal tonicity to the total 
body water, which is about sixty percent of 
the body weight. They reason that when hyper- 
tonic sodium is given intravenously, it raises 
the tonicity of the serum and extracellular 
water. This draws water out of the cells and 
this water then serves to lower the concentra- 
tion of sodium in the extracellular space. 
Using such reasoning, a 70 kg. man with a 
serum sodium of 120 (instead of a normal of 
140) would have a deficit of 20 meq. per 
liter times 42 liters of body water, or 840 meq. 
of sodium. This is the amount of sodium in 
1633 cc. of three percent saline, but such large 
amounts are rarely needed. This reasoning 
would be correct, if the total body water were 
constant, but it is not. As water is drawn out 
of cells it expands the extracellular volume 
Figure 4; when this volume approaches nor- 
mal, further water drawn from the cells is 
excreted in the urine.’ Thus if the extracellular 
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volume were normal to begin with, only about 
one-third of the sodium calculated above would 
be needed, and as stated before, there is as 
yet no practical method of measuring the extra- 
cellular volume. 

In therapy then, the answer is moderation. 
Continuing losses should be replaced with 
isotonic solutions, but for the hypotonicity, 
hypertonic saline should be given, but in rela- 
tively small amounts. Three hundred to five 
hundred cubic centimeters of three percent 
saline should be given intravenously and the 
body given twelve to twenty-four hours to 
equilibriate. Repeat serum studies are then 
made and further saline given as needed. 

Of particular hazard in sodium-depleted 
patients is the administration of clyses of five 
percent glucose in distilled water. Before the 
fluid can be absorbed, it has to be rendered 
of equal electrolyte concentration as the plasma. 
For this, the body must deplete its own plasma 
of electrolyte, and in so doing, can suddenly 
and seriously lower the sodium concentration. 
The danger is obvious, and thus clyses should 
be of normal saline, or, at the very least, half 
normal saline with 2.5 percent glucose. 

As has been stated, sodium should be ad- 
minstered when abnormal amounts have been 
lost from the gastrointestinal tract. External 
losses also occur in sweat and by paracentesis, 
but there are other pathologic losses which 
may be occult. There are two general cate- 
gories. The first is by internal sequestration 
of fluid. This occurs locally in areas of trauma, 
or inflammation, as burns, or into the abdo- 
men in peritonitis and pancreatitis, or into any 
area with acute venous obstruction. 

The second source of sodium loss is through 
the urine. Normal kidneys perserve sodium 
very well and in times of need can lower its 
secretion to- almost zero, but in certain disease 
states this ability is lost. In osmotic diuresis, 
such as diabetes mellitus, large amounts of 
sodium are carried out before tubular reab- 
sorption can occur. In metabolic acidosis, 
sodium is needed as a base to be excreted with 
the acid. In adrenal insufficiency, there is a 
deficiency of mineralo-corticoids such as aldo- 
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sterone, a hormone which enhances the tubular 
reabsorption of sodium. Without it, large 
amounts of sodium are lost in the urine. Finally, 
theie is an even rarer disease known as salt 
losing nephritis, an entity in which the ability 
to reabsorb sodium is lost because of primary 
malfunction of the renal tubules themselves. 
In difficult cases, all of the latter causes must 
be considered. 

If the serum sodium is low from extrarenal 
loss, the loss must be great and the source of 
loss should be apparent from the history and 
physical examination. Lacking such a source, 
the urine should be analyzed for sodium. If the 
urine sodium is high, when the intake is low, 
it must be presumed that the kidneys are not 
reabsorbing sodium. Small doses of the min- 
eralo-corticoid desoxycorticosterone acetate 
(DOCA, 3 mgms t.i.d.) can be given for one 
day.* If this does not inhibit sodium excretion, 
we must assume a salt losing kidney is present, 
and then adequate sodium must be adminis- 
tered to keep up with the urinary output. For- 
tunately this is a very rare cause of sodium 
depletion. 

Finally, there remain two more causes of a 
low serum sodium but, in these conditions, 
there is no sodium deficit. The first is dilu- 
tion.’:* This occurs when a large water load 
is forced on a patient whose kidneys have 
impaired water excretion. Such a condition 
exists in shock and in organic renal disease. 
It also occurs routinely after any major trauma, 
presumably due to the secretion of the anti- 
diuretic hormone (ADH) of the posterior 
pituitary. This hormone markedly decreases 
urine water excretion. Surgery and narcotics 
enhance the secretion of ADH. Thus a patient 
with any of the above causes of inhibition of 
urine water excretion may have a normal total 
body sodium but suffer a drop in the serum 
sodium. If this fall is rapid, cellular swelling 
and cerebral edema can occur and even lead 
to convulsions. Some hypotonicity is normal 
postoperatively, but large infusions of five per- 
cent glucose in distilled water, frequent non- 
saline enemas (especially in children with 
megacolon), or large oral intakes of water can 
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SODIUM LOSS WATER REPLACEMENT 


Urine formation 
suppressed 


FIGURE 3 This diagram depicts the situation 
after sodium and potassium loss coupled with 
water replacement. Cellular swelling and extra- 
cellular contraction are shown. 


3% 
PARTIAL CORRECTION NaCl 
WITH HYPERTONIC SALINE 


Nat 


Urine formation 
increases 


FIGURE 4 


After administration of hypertonic 
saline, water is drawn from the cells to restore 
the extracellular volume toward normal. Then 
urine formation increases. 


Kt Nat 
Kt Nat 
Kt | 
K* Na* 
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TABLE | CAUSES OF LOW SERUM SODIUM 


1. SEQUESTRATION OF SODIUM CONTAINING 
FLUID WITHIN BODY (BURNS, PANCREATITIS, 
THROMBOPHLEBITIS, ETC.) 


2. Loss OF SODIUM FROM BODY THROUGH: 
a. Gastrointestinal tract. 
b. Urine. 


Sweat, spinal fluid, paracentesis, etc. 
3. DILUTION 


4. INCREASE IN PLASMA NON-ELECTROLYTES 
5. ASYMPTOMATIC HYPONATREMIA 


intensify this condition. It can be recognized 
by a lethargy that progresses to semi-coma. 
Treatment is simple water restriction. If water 
loading is acute, convulsions may occur and 
then hypertonic saline is urgently needed; 300 
cc. of three percent saline will usually suffice 
to relieve the acute symptoms. The important 
thing to remember is that the body does not 
need sodium—it just has too much water. 

The last cause of a low serum sodium and 
the one least often recognized can be called 
asymptomatic hyponatremia. It is seen in any 
chronic illness and in convalescence from any 
severe trauma. There is hypotonicity of the 
entire body with a serum sodium generally 
between 125 and 130 meq per liter, but there 
is no sodium deficit. If sodium is given, it is 
excreted quantitatively in the urine, and except 
temporarily while infusions are running and 
shortly thereafter, the serum sodium level can- 
not be raised—no matter how much sodium is 
given in either dilute or concentrated form. 

The cause of the hypotonicity is apparently 
an energy deficit’ and the only cure is im- 
provement in the primary condition. It is espe- 
cially hazardous to give these patients large 
amounts of sodium as congestive failure and 
pulmonary edema may ensue. 

There are a number of causes for a low 
serum sodium (Table 1); some are best treated 
by isotonic saline, a few with hypertonic saline, 
and the rest need no sodium therapy at all. 
Usually if there has been sodium loss, the 
source of loss will be obvious and the treat- 
ment will be as outlined. But there will be 
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cases in which the need for sodium is in doubt. 
In this group, it is safe to infuse 300 cc. of 
three percent saline and observe the results. 
If no improvement occurs, be aware that it 
may either be dilution, or, more likely, an 
asymptomatic, and thus untreatable, hypo- 
natremia. 


Potassium 


Another cation of importance is potassium, 
an ion found chiefly intracellularly. Potassium 
is present in all body fluids, and is excreted in 
large amounts in the urine, usually 30 to 60 
meq. a day, a loss which continues even in 
the face of lack of intake and a body deficit. 
A deficiency state can arise in any situation in 
which there is either an abnormal loss of body 
fluids, or an inadequate potassium intake. The 
present belief® is that as potassium is lost from 
the cells it is replaced by sodium and hydrogen 
ions in the ratio of two sodium to one hydro- 
gen (See Figure 5). Although this theory may 
not eventually prove to be always true, it does 
serve to explain the usual clinical picture. 

The hydrogen ions that move into the cells 
to replace the lost potassium are supplied by 
the extracellular fluid, and thus as these acid 
ions leave it, the extracellular fluid and plasma 
become more alkaline. This is independent of 
any renal mechanism and is reversible by the 
administration of potassium. A similar phe- 
nomenon occurs in the kidney tubules, where 
in the presence of an alkalosis, the body tries 
to save hydrogen ions and in their place ex- 
cretes potassium and sodium. Thus potassium 
deficiency leads to alkalosis and alkalosis leads 
to potassium deficiency. In such a situation, 
neither can be corrected without the admin- 
istration of potassium. 

Potassium deficiency is frequently seen in 
high intestinal obstruction such as pyloric 
obstruction from duodenal ulcer. The vomitus, 
which is acid gastric juice and saliva, contains 
in significant amounts: hydrogen ions, potas- 
sium, chloride and sodium and thus these ions 
are lost from the body. These patients soon 
become depleted, and when first seen, their 
serum electrolytes show a low sodium, low 
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Kt Urine 


FIGURE 5 = =Diagram showing loss of potassium 
into the urine and cellular replacement with 
sodium and hydrogen ions. 


chloride and a high carbon dioxide and a low 
or normal potassium. Administration of saline 
may improve the patient considerably, but the 
alkalosis will persist until potassium is given. 

How much potassium to give: It is impos- 
sible to calculate the true deficit, but there are 
guide posts. The maximum amount ever lost 
in any condition is about 17 meq. per kilo- 
gram or 1000 meg. for a 60 kilogram man. 
Usually the need is one third to one half of 
this amount. This much of course should not 
be given in any one day. 

The maximum safe dosage is 3 meq. per 
kilogram per day, with no more than 60 meq. 
in any one liter of fluid (potassium chloride 
can be added to either saline or five percent 
glucose in distilled water and should be given 
fairly slowly, (about 20 meq. per hour). 
Patients often complain of burning in the can- 
nulated vein but slowing the rate of drip 
usually relieves this. 

The danger of giving high concentrations 
of potassium, or rapid infusions, is of raising 
the serum level too high with toxic effects on 
the heart. Asystole has been produced, and 
if unrelieved, is of course fatal. For this reason 
potassium should never be given until adequate 
urine output has been established (at least 50 
cc. per hour). After potassium therapy has 
been begun and positive balance achieved, many 
days may be required for complete replacement. 
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If a deficiency is compounded by a continuing 
loss (and it usually is), adequate potassium 
must be given each day to cover the loss through 
the urine and gastrointestinal tract. Ordinarily, 
40 meq. of potassium chloride will cover uri- 
nary excretion and to this, 10-15 meq. should 
be added for each liter of gastrointestinal fluid 
lost from the body. Such a regime of day by 
day replacement will prevent potassium defi- 
ciency development in any patient unable to 
take fluids through normal alimentary chan- 
nels. Ordinarily, in surgical patients without 
a preoperative deficit, potassium is not given 
on the day of surgery or the first postoperative 
day as urinary suppression is often found on 
these days. 


Magnesium 

The last ion to be discussed is magnesium. 
Only recently has a deficiency state been rec- 
ognized in man,’°"* although such a syndrome 
has long been known in animals. Magnesium 
is chiefly found in the cells, half of it in bone. 
The average daily intake under normal condi- 
tions is 200-300 mgms. Its absorption from 
the G.I. tract is under no known control. Its 
excretion in the urine is temporarily enhanced 
by aldosterone and parathyroid hormone, but 
this effect does not continue on prolonged 
dosage. 

Magnesium affects the central nervous sys- 
tem, both locally at the myoneural junctions, 
and centrally. A decreased magnesium level 
causes an increase in nerve conduction and an 
increase in transmission of impulses at the 
motor end plates. Centrally a low magnesium 
produces excitability and irritability. 

The normal serum magnesium is 1.8 to 2.1 
meq. per liter. Low levels are seen in chronic 
nephritis, congestive heart failure which has 
been treated by ammonium chloride and mer- 
curial diuretics, and in acute pancreatitis, 
where, like calcium, it is deposited in the 
abdomen with the new formed fatty acids as 
soaps. 

In none of these conditions, however, has 
magnesium deficiency been shown to play a 
part in the pathologic process. Low serum mag- 
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nesium levels are frequently found in chronic 
alcoholics, and attempts have been made to 
correlate this with the development of deler- 
ium tremens, but the evidence is not con- 
vincing. 

There is nonetheless a syndrome of mag- 
nesium deficiency. It occurs when there is a 
prolonged absence of oral intake of magnesium 
coupled with an abnormal loss. This loss can 
be either through the gastrointestinal tract as 
vomitus, or diarrheal stools, or through the 
urine, especially in osmotic diureses. The signs 
and symptoms of magnesium deficiency are 
those of irritability progressing to tetany. This 
is indistinguishable from calcium deficiency 
except that there will be a normal serum cal- 
cium and a low serum magnesium. 

There is one confusing aspect of the prob- 
lem. The effects of a low magnesium are 
antagonized by a low serum potassium and a 
low serum calcium. The reverse is also true— 
a high calcium makes magnesium deficiency 
tetany worse; so, if calcium gluconate or chlor- 


ide is given to a patient in magnesium tetany, it 
will only aggravate the condition. Similarly in 
a combined K and magnesium deficiency, the 
effects of the low magnesium may not manifest 
themselves until the K level is restored toward 
normal. 

In practice, the determination of serum 
magnesium is rarely available as the technique 
is still difficult, and only a few labs render this 
service. If magnesium deficiency is suspected, 
magnesium therapy should be begun. Four 
cubic centimeters of fifty percent magnesium 
sulfate (MgSO,) is given intramusclarly every 
four to six hours for one to two days. It can 
be given intravenously, but high serum levels of 
magnesium are sedative and can produce coma. 
Since this is an intracellular ion, similar to 
potassium in its uptake, improvement is slow, 
generally requiring twelve to twenty-four hours 
before any change is seen in the clinical state. 
Also similar to potassium, magnesium therapy 
should be used with extreme caution when the 
urinary output is poor. 


Summary 


Some disease states involving deficiencies of 
the three major cations of the body have been 
briefly outlined. Serum concentrations of these 
ions are often useful in estimating their clinical 
need, but several examples were cited in which 
a low serum concentration was a result of 
causes other than a total body deficit of the 
mon. 


Intelligent therapy thus demands a com- 
plete evaluation of the patient. In doubtful 
cases, conservation should be the rule. There 
will occasionally be problems which defy ra- 
tional explanation, but there is one hope and 
goal. If the basic disease can be eradicated 
and oral alimentation resumed, there will 
shortly be no electrolyte problem. 
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DEVELOPMENTAL DEFORMITIES 


A-| The rectum opens posteriorly near coccyx. 
A-2 The rectum fails to join anal depression. 
A-3 The rectum connects with the bladder. 


The anus is absent. 


The anal canal is closed and fiberous. 
The vagina and rectum are connected. 
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What Do You Know About 


FREDERICK VOGEL, M.D. 
Brooklyn, New York 


J uvenile polyps, or retention 
polyps, are a distinct pathological entity. A 
synonym is congenital polyps; this, however, 
might deserve a question mark. These polyps 
belong to the group of hamartomatous tumors; 
this is suggestive of blood vessels being an 
integral part of them. Juvenile polyps are 
found in the large intestines of juveniles: 
children, adolescents, and young adults, mostly 
in the first one-and-a-half decades of life. 

The juvenile polyp is not just a polyp in 
its early stage nor is it identical with familial 
polyposis which may also occur in children 
and young adults. As a matter of fact, the 
term non-familial juvenile polyp, which is also 
applied, draws a line of distinction between 
them. It is a separate pathological entity and 
has its particular morphological features. 

It is surprising, therefore, that textbooks 
which deal with intestinal pathology entirely 
neglect its existence, with one or two excep- 
tions. One cannot find a juvenile polyp dis- 
cussed in a textbook of surgical pathology ex- 
cept for one (Ackerman’s),' where just a few 
lines mention it. And there is a fine chapter 
(by Ch. Eckert) in “Cancer and Allied Dis- 
eases of Infancy and Childhood” (Ariel and 


Dr. Vogel is Lecturer, Department of Coloproctology, 
New York Polyclinic Medical School and Hospital, New 
York, New York. 
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JUVENILE 
POLYPS? 


Pack).? It is missing in all texts of proctology, 
where one expects to find it, and it is not in 
the index of books on gastroenterology. That 
does not mean, however, that medical writing 
has not taken notice of juvenile polyps. There 
are, in fact, a number of excellent and elabo- 
rate papers in a few journals* * ° which reveal 
a good deal of study on the subject. Text- 
books, however, have not yet admitted it into 
their pages. Not much is known of the origin 
and growth of polyps. 

@ WuatT ARE THE HYPOTHESES OF GROWTH 
OF A PoLyP? There are many: That polyps 
are congenital, is one. That they result from 
an inherent defect in growth, is another. Or. 
that mucosal rests are trapped in inflammatory 
or scar tissue, is a different theory. Polyps 
are also seen as little redundancies of the 
mucosa and sub-mucosa, which are sessile at 
first but become pedunculated “because fecal 
current pulls on them.” Some authors join but 
modify this view, namely, that polyps develop 
from a mucosal redundancy; fecal stream is 
only a secondary factor. Polyps grow and so 
do hypotheses. This one goes especially for 
juvenile polyps: A mucosal redundancy is 
traumatized and irritated by feces; hyperplasia 
of mucous glands results; ulceration and in- 
flammation set in; therefore, there is fibrin, 
debris, and an accumulation of inflammatory 
cells. All these block the mucous glands and 
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Diagram of a 
lateral cross-section 


of a Juvenile Polyp 


retention cysts form. These retention cysts will 
be described later, for they are characteristic 
of juvenile polyps. If these cysts distend— 
the theory continues—and granulation tissue 
accumulates, the polyp grows. It reads like an 
agreeable theory. 

What about sessile polyps, however, which 
grow to substantial size and never peduncu- 
late? Or, if a pedunculated polyp gets heavier 
as it grows, does it not cause redundancy by 
pull of its own gravity? We know that at times 
they even cause intussusception. We wonder 
what comes first: the egg or the hen? 

@ WHERE ARE JUVENILE POLYPS FOUND? 
Mostly in the rectum, or in the sigmoid colon, 
and very rarely in higher segments of the 
colon. The recto-sigmoid harbors seventy-five 
percent of them, which coincides with the site 
of all other colonic lesions. They do occur 
more often solitary than multiple. 

It is said that male juveniles outnumber 
females. Statistics vary regarding overall oc- 
currence; some authors found juvenile polyps 
in 0.075 percent of examined patients; others 
have seen them in 3.74 percent of their 
examinees. 

If a child bleeds from the rectum, a polyp 
should be considered first. For it is the most 
common cause of rectal bleeding in children. 
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Sometimes a polyp protrudes from the anus. 
This way it is seen by parents and observed. 
Some patients feel abdominal distress. Whether 
diarrhea or constipation reported in some cases 
has any relation to juvenile polyps is doubtful. 
The same goes for observed associated congeni- 
tal conditions, such as phimosis, inguinal hernia, 
and hydrocele. 

The diagnostic procedure for juvenile polyps 
is the same as for any other rectal bleeding: 
inspection, sigmoidoscopy, and colonic roent- 
genogram. 

Treatment consists of removal of the polyp 
with biopsy puncher, or electric snare, or ful- 
guration. Major surgical procedures will rarely 
have to be employed. Occasionally, there is 
auto-amputation. 

@ WuHaT CAUSES JUVENILE POLYPS TO BE 
DIFFERENT FROM OTHER POLyps? Their 
appearance and chiefly their histopathology. 
The shape is that of a sphere attached to a 
short stalk, the base of which may be wider. 
A cross-section resembles the cross-section of 
a champignon (agaricus campestris). (See 
Plate.) The surface is smooth or finely gran- 
ular. The lesions are soft and pliable, larger 
ones firm and rubbery. The color shows vari- 
ous shades, from grey-white to dark cherry- 
red. The microscopical picture, however, dif- 
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fers from all other polyps, for stroma and 
cysts control the field. In addition, the super- 
ficial epithelial lining is frequently or partially 
missing. The denuded polyp which contains 
an abundance of blood vessels is, therefore, 
prone to bleed. 

The stroma is more prominent than glandu- 
lar tissue. This is in marked contradistinction 
to all other glandular polyps, benign or malig- 
nant. The mucous glands are lined with tall, 
uniform, columnar epithelium, with small bas- 


1. Whenever a child or youngster bleeds 
from the rectum, examine like an adult. Do 
sigmoidoscopy and roentgen study by barium 
enema. A polyp is the most frequent cause of 
intestinal bleeding in children. 

2. Any kind of polyp, including juvenile 
polyps, may be found in a youngster. 

3. A juvenile polyp is a distinct patholog- 
ical entity. It is seen in various sizes, from 
millimeters to centimeters diameter, and some- 
times prolapses from the anus. Retention 
polyp is identical with juvenile polyp; also is 
congenital polyp and _ non-familial juvenile 


1. Ackerman, L. V.: Surgical Pathology, The C. V. 
Mosby Co., St. Louis, 1953, p. 326. 

2. Ariel, |. M. and Pack, G. T., etc.: Cancer and allied 
diseases of infancy and childhood, Little, Brown and Co., 
1960, p. 

3. Horrilleno, E. G., Eckert, C. and Ackerman, L. V.: 
Polyp of the rectum and colon in children, Cancer, 


Summary 


References 


ally located nuclei. The cysts contain mucus 
and within the mucus are red cells, white 
cells, and epithelial debris. The stroma con- 
tains blood vessels, various white cells, with 
frequent eosinophiles. The latter may possibly 
suggest an allergic origin. Also found are areas 
of necrosis, hemorrhage, and giant cells, i.e., 
granulation. 

Although there is enough mitosis seen, no 
juvenile polyp has ever been observed to be- 
come malignant. 


polyp. 

4. Gross appearance of an average juvenile 
polyp is that of a small mushroom. 

5. The histologic picture is characteristic. 
There is an abundance of stroma and cystic 
vacuoles. There is mucus within the cysts and 
there are many cells present, among them 
numerous eosinophiles. The surface lining is 
frequently absent. 

6. No malignancy has ever been observed 
to develop from juvenile polyps. Yet, they 
should be removed if they do not amputate 
themselves. 


10:1210-1220, Nov.-Dec. 1957. 
4. Mauro, S. and Prior, J. T.: Gastrointestinal polypoid 
lesions in childhood, Cancer, 10:131-137, Jan.-Feb., 1957. 
5. Turefl, R. and Maynard, A. L.: Adenomas of rectum 
and colon in juvenile patients, J.A.M.A., 161:57-60, May 
5, 1956. 
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of the anterior pituitary 
(adrenocorticotropic 
mone) and those of the 
adrenal cortex (corticoster- 
oids), play an important 
role in the basic immunol- 
ogy of hypersensivity in 
general and in clinical al- 
lergy in particular. The fol- 
lowing presents a summary 
of some of the important 
underlying information par- 
ticularly about the adrenal FIGURE 1 
corticosteroids as applied to 

allergy. 


Anatomy and Physiology 


The adrenal cortex is composed of three 
layers.1 (See Figure 1.) The outer layer is 
the zona glomerulosa. The middle layer is the 
zona reticularis. The third layer is the zona 
fasciculata. In animals such as the rat, the 
zona glomerulosa produces the chief mineral 
corticoid, aldosterone, whose principal activity 
is the regulation, distribution and excretion of 
sodium and potassium and of water balance. 
The zona fasciculata secretes mainly gluco- 
corticoids—hydrocortisone, active largely on 
organic metabolism; the zona reticularis se- 
cretes the sex hormones, estrogen and andro- 
gen. The secretion of mineralocorticoids, prin- 
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Function of various layers of adrenal cortex. 


cipally aldosterone, continues in the absence 
of stimulation of the adrenal cortex by pituitary 
trophic hormone (ACTH). Their rate of secre- 
tion is to some extent controlled by electrolyte 
intake. Pituitary growth hormone (STH) may 
stimulate the production of aldosterone. Glu- 
cocorticoid secretion is controlled chiefly by 
ACTH. The sex hormones are produced 
largely in response to ACTH stimulation; al- 
though, gonadotrophins may also determine 
the output of androgens and estrogens by the 
adrenals. It is further thought that the hypoth- 


From the Department of Medicine, School of Medi- 
cine, University of Pittsburgh, and the Montefiore Hos- 
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alamus activates the anterior pituitary through 
a humoral substance (Figure 2). According 
to theory, the anterior pituitary secretion 
(ACTH) stimulates the secretion of hydro- 
cortisone, cortisone, desoxycortisone and other 
related steroids, as well as androgens and 
estrogens by the adrenal cortex. Unlimited 
secretion of ACTH is controlled largely by the 
inhibiting influence of compound F-like ster- 
oids on the pituitary. Epinephrine secreted by 
the adrenal medulla and/or nervous control 
stimulates the anterior hypothalamus. The 
hypothalamus also activates the adrenal cortex 
directly through the action of glomerulotropin. 
Furthermore, the secretion of corticotropin is 
also stimulated as the level of circulating cor- 
ticosteroids is lowered. It is thought by some 
that high levels of circulating plasma 17-hydro- 
xycorticoids indicates to the pituitary, directly 
or indirectly through the hypothalamus, that 
the body does not need corticosteroids. More 
than thirty steroids have been isolated from 
the adrenal cortex. Of these, more than six 
have been shown to be biologically active, and 
these fall into three groups (Figure 3). 

The various steroids produced by the 
adrenal cortex have many actions. Some of 
these are overlapping. In addition to its sex 
function, the adrenai cortex controls electrolyte 
and water metabolism as well as the metabolism 
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FIGURE 2 Theory of func- 
tion of anterior pulmonary 
and adrenal glands (Repro- 
duced with permission from 
Criep, Leo H.: Clinical Im- 
munology and Allergy, 
Grune and Stratton, New 
York, 1961). 


RTICOSTEROIDS 


of carbohydrates, protein and fat. It should 
be pointed out that the action of ACTH is 
analogous to that of hydrocortisone and andro- 
gens. 


Cortisone and Related Products 


Cortisone has been synthesized from bile 
salts? and a variety of other precursors. Fur- 
thermore, more synthetic products have been 
made available in the hope that some of the 
undesirable “side-actions” may thus be either 
lessened or avoided and that the anti-inflam- 
matory potency may be increased. The bio- 
logically active hormones (Figure 3) are 
chiefly concerned with carbyhydrate metabolism 
and anti-inflammatory action. The glucocorti- 
coid activity is an index of the anti-inflamma- 
tory effect of the product. 


Physiologic Effects of 
Adrenocorticoid Steroids 


Hyperglycemia and glycosuria may occur as 
a result of administration of corticosteroids. 

Retention of sodium and of water may pro- 
duce edema and weight increase. Hypopotas- 
semia may result following excessive potassium 
excretion and may lead to impaired cardiac 
function. This condition is diagnosed by serum 
potassium determinations and by typical elec- 
trocardiographic changes. The latter consist in 


MEDICAL TIMES 


HYPOTHALAMUS) 
| 
Fe 
AL 
| 


T-wave inversion and a prolongation of the 
PR and QT intervals. 


Lymphopenia and Eosinopenia 

Other changes include negative protein bal- 
ance and negative phosphorus and calcium 
balance. The latter may be responsible for the 
occurrence of osteoporosis and spontaneous 
bone fractures. Also, there may result alka- 
losis and hypochloremia—independently of the 
administration of diuretics. 

Patients receiving long term adrenal corti- 
costeroids may develop the Cushing Syndrome 
(hirsutism, buffalo hump, acne, hypertension, 
striae, moon face) as well as polycythemia and 
menstrual disturbances and peptic ulcer. 

Psychogenic changes include euphoria, de- 
pression, convulsions and insomnia. These 
effects may be seen particularly in patients 
who are hyperanxious, or emotionally dis- 
turbed.* 

Cortisone has an effect on enzyme systems. 
Thus if cortisone is added to hyaluronidase, 
there follows a reduction or some inhibition 
of the spreading factor. The histaminase level 
is also found raised after the administration 
of cortisone products. 


Effect of Adrenal-o-Corticoids (and ACTH) 
in Hypersensitivity 

A great deal of work has been done in con- 
nection with the determination of the effect of 
these products in experimental and clinical 
allergy. Some of the results are not as yet 
confirmed. Other findings vary with different 
species. 

There is evidence that adrenalocorticoids 
suppress or reduce anaphylactic shock in some 
species and the Arthus reaction in the rabbit.** 
Because of their anti-inflammatory effect, these 
products reduce the tuberculin reaction in the 
experimental animal.* The antibody level in 
rabbits sensitized to egg albumin is lowered;° 
this is probably due to deficient protein syn- 
thesis. The delayed lesions of glomerulone- 
phritis, carditis and vasculitis which accom- 
pany experimental serum sickness are blocked 
by the protecting effect of the drug against the 
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FIGURE 3 Six biologically active steroids from 
adrenal cortical tissue (Reproduced with per- 
mission from Criep, Leo H.: Effects of Adrenals 
in Allergy, Postgraduate Medicine, 13: No. 5, 
p. 385, May 1953). 


irritating influence of the antigen-antibody 
union.*° 

Corticosteroids may also reduce the lesions 
of experimental encephalomyelitis. 

The “immediate” whealing atopic skin re- 
action in man™ and the passive (indirect) 
skin test’ ** is not affected. Nor is the titer 
of circulating skin sensitizing antibody,'® or of 
“blocking” antibody,’* reduced. The patch test, 
as employed in the diagnosis of eczematous 
allergic contact dermatitis, may be modified but 
is not suppressed. There is no effect on ex- 
perimental contact dermatitis to simple chem- 
icals. 
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We have shown" that adrenalectomy in the 
rabbit enhances the immune response in hyper- 
sensitivity. This includes anaphylaxis, the 
Arthus reaction and the vascular lesions of 
experimental serum sickness. These observa- 
tions show that there is an inverse proportion 
between adrenal cortical activity and lymphoid 
mass; although, the adrenals are by no means 
the sole regulators of lymphoid tissue. At post- 
mortem examination, in our experiments, the 
spleen of the adrenalectomized animals ap- 
peared grossly enlarged; however, after con- 
sidering their weight in relation to the total 
body weight, no significant differences could 
be noted as compared with the unadrenalec- 
tomized animals. This may be attributed to 
the loss of blood after removal of the organ. 
Removal of the adrenals may possibly enhance 
mesenchymal, or fibroblastic, proliferation 
which in turn may be responsible for a possible 
increase in antibody titer. Whether this ac- 
tually takes place or not is not known. Another 
factor which may well play a role in the pro- 
duction of more severe lesions in the desensi- 
tized animal after adrenalectomy is the poten- 


tiation of the spreading factor brought about 
by this procedure.'® 


Mechanism of Action of Corticosteroids 
in Immune Phenomena 


The anti-allergic effect of steroids is due 
largely to their anti-inflammatory action, rather 
than any specific action on antigen, or anti- 
body, or in antigen-antibody union. The dra- 
matic anti-allergic effect is not due to any 
effect on antibody formation. Steroids may 
possibly affect the cells in such a way that they 
do not liberate the usual products of antigen- 
antibody union. 


Available Preparations 


Many synthetic steroids have been made 
available recently in the hope that greater 
glucocorticoid, mineral-o-corticoid, and anti- 
inflammatory potency may thus be obtained 
without the production of accompanying unde- 
sirable side-effects. This ideal has not thus far 
been obtained, since so-called side-effects are 
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CORTISONE (COMPOUND E£) HYDROCORTISONE 


(COMPOUND F) 


CH,0H 


METHYL PREONISOLONE 


TRIAMCINOLONE (ACETATE) 
(MEDROL) 


FIGURE 4 Various active synthetic products of 
cortisone and hydrocortisone (Reproduced with 
permission from Criep, Leo H.: Triamcinolone in 
Treatment of Allergic Conditions, J. Allergy, 30, 
No. |, Jan.-Feb., 1959). 


part of the normal physiologic action of corti- 
sone products. It is true that some of these 
“side-actions” may be modified by changes in 
the chemical composition of cortisone and 
hydrocortisone (Figure 4). 

Hydrocortisone is twenty percent more 
active than cortisone. This hormone is about 
one-twenty-fifth as active as DOCA in control- 
ling electrolyte metabolism. It is the principal 
natural glucocorticoid hormone. 

Prednisone and prednisolone’’ are obtained 
by the removal of hydrogen from positions one 
and two respectively. They differ from corti- 
sone and hydrocortisone by the introduction 
of a double bond between the first and second 
carbon atoms of the steroid molecule. These 
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changes make the product somewhat more 
potent and cause it to manifest less sodium 
retaining activity. 

The substitution of a methyl group for the 
hydrogen atom in the sixth alpha position pro- 
duces another analogue of hydrocortisone, 
namely methylprednisolone. 

Triamcinolone’ is obtained by the fluorina- 
tion of the product (the addition of fluorine at 
the position, 9 alpha), and the addition of a 
hydroxyl group at position 16 alpha. Fluorina- 
tion, in our experience, causes the drug to have 
less sodium retention ability. It also reduces 
the appetite, lines the skin and causes muscle 
weakness in some patients. 

Dexamethasone* is obtained by adding 
fluorine in the 9 position and methyl at 16 to 
prednisolone. It is extremely potent. It pos- 
sesses less sodium retention ability and has 
been used by us in the clinical observations 
related below. 


Clinical Uses 


More recently, corticosteroids have become 
very popular. They are being employed more 
and more in place of ACTH. These products 
are Clinically effective, often in a dramatic way, 
in the symptomatic treatment of such condi- 
tions as bronchial asthma, seasonal and peren- 
nial allergic rhinitis, urticaria and angioedema, 
atopic dermatitis, eczematous allergic type of 
contact dermatitis, allergic drug reactions 
(purpura, hematoimmunologic exfoliative der- 
matitis, etc.) and clinical anaphylactic reac- 
tions."* 

Corticosteroids are employed intravenously 
in the treatment of allergic emergencies such 
as status asthmaticus and acute anaphylactic 
shock which may occur following the adminis- 
tration of a drug, a serum or following an 
insect bite. As the patient’s condition improves, 
the intravenous dose is reduced and finally the 
drug is given by mouth. In view of the fact 
that even intravenous medication with steroids 
takes several hours to become effective, it is 


"Dexamethasone (Deronil ©) supplied by Schering 
Corporation, Bloomfield, New Jersey. 
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essential that other anti-allergic measures be 
employed simultaneously. Oral steroid medi- 
cation is usually effective in about twenty-four 
hours. 

Prednisolone and hydrocortisone are avail- 
able as suspensions of the acetate salt for intra- 
muscular injection. The hemisuccinate is used 
intravenously by the slow drip method; pred- 
nisolone sodium succinate (Meticortelone,® 
Schering) is available in vials each containing 
50 mgms. It is marketed as a dry, lyophilized, 
sterile powder which may be dissolved in 2 ml. 
of sterile water or normal saline for intraven- 
ous, or intramuscular, use. Reconstituted solu- 
tions must be refrigerated if not used imme- 
diately and then used in twenty-four hours. 
25 to 50 mgms. is given intravenously slowly, 
over a period of two minutes and repeated four 
times in twenty-four hours if necessary. It may 
also be administered by the intravenous drip 
method in glucose, or distilled water, 100 
mgms. twice a day. Since prednisone has less 
effect on salt retention, it may be given with- 
out restriction of sodium intake and without 
the prescription of potassium. Hydrocortisone 
hemisuccinate is also available for intravenous 
use. 

As indicated above, there are many syn- 
thetic steroid preparations available for oral 
administration. These are more potent, milli- 
gram for milligram, than either cortisone or 
hydrocortisone. It is advisable for every physi- 
cian to familiarize himself with one, or two, 
such products and continue to use them. The 
fact alone that these agents are more potent 
does not recommend their use. The side effects 
are practically the same as cortisone and hy- 
drocortisone. Actually, the undesirable effects 
which accompany their administration are not 
side effects at all, but are normal physiologic 
effects. The lessened sodium and water reten- 
tion effect constitutes a removal of a desirable 
warning signal. It should also be remembered 
that the more potent the agent, the more effec- 
tive is its role in producing adrenal atrophy. 

Prednisone and prednisolone correspond to 
cortisone and hydrocortisone. The dose is 
about one-fourth to one-fifth of that of corti- 
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sone and hydrocortisone. We find that pred- 
nisone is quite effective in an initial dose of 
30 to 40 mgms. per day in four divided doses. 
This dose is gradually decreased as the patient’s 
condition improves. 

Dexamethasone is about five to six times 
as potent as prednisolone and twenty-five to 
thirty times as potent as hydrocortisone. It is 
available in tablets each 0.75 mg. The initial 
daily dose is about six tablets daily. It does not 
have a marked sodium and water retention 
effect. Potassium loss is not great. Its diabeto- 
genic effect is also less pronounced. Its admin- 
istration is frequently accompanied by an in- 
crease in appetite and the development of a 
state of well-being. There are as a rule fewer 
gastrointestinal symptoms and no muscular 
weakness. We prescribe one tablet (0.75 mg.) 
five times a day for three, or four, days; one 
tablet, four times a day for three days; one 
tablet three times a day for four days; one 
tablet twice a day for five days and finally one- 
half a tablet daily. If the condition is im- 
proved, then the drug is discontinued. This 
medication does not replace antihistamines, 
sympathomimetic drugs and other agents and 
procedures employed in the treatment of 
allergy. It is merely added to the usual thera- 
peutic program and discontinued before any of 
the other drugs are omitted from treatment. 

The relative dosage of the available prepa- 
rations is indicated below: 


Cortisone 

Hydrocortisone ........ 
Prednisone (Meticorten®) 
Prednisolone (Meticortelone®) 
Methylprednisolone (Medrol®) 
Triamcinolone (Aristocort®) 
Dexamethasone (Deronil®) 


The dose of dexamethasone varies with the 
severity of the condition and with the patient’s 
clinical response. The dose is about the same 
in children. 

We find that smaller doses are needed to 
bring about desirable anti-allergic results than 
are needed in the treatment of other conditions. 
The necessity of conservatism in the use of 
these products is impressed upon the patient. 
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Only minimal effective doses are employed for 
the shortest periods. The dose is gradually 


tapered off. The drug is given either inter- 
mittently or continuously in small doses de- 
pending on the nature and severity of the con- 
dition as well as on the therapeutic response. 


Nasal Medication 

Many cortisone containing preparations are 
available for intranasal medication containing 
nasal vasoconstrictor medication and antibi- 
otics. It is doubtful whether these combina- 
tions have any special therapeutic merit. 


Local Treatment 


Allergic dermatoses may be kept under con- 
trol, especially with reference to the intense 
pruritus by the local application of lotions or 
ointments which contain corticosteroids. Thus, 
Meti-Derm® cream 0.5 percent contains pred- 
nisolone 5 mgms. in a water miscible base. 
Meti-Derm® ointment may also be obtained 
with neomycin containing prednisolone 5 mgms. 
and neomycin sulfate 5 mgms. in a white 
petrolatum base. However, the cost of these 
preparations renders their use prohibitive when 
the lesions are widespread. 

In allergic conjunctivitis, one may use 
ophthalmic preparations such as Metimyd.® 
Each ml. contains 5 mgms. (0.5 percent) of 
microcrystalline prednisolone acetate suspended 
in a buffered solution. Or, one may employ 
Metimyd® ointment available in an applicator 
tube, one-eighth ounce, with, or without neo- 
mycin. 


Indications for the Administration of 
Corticosteroids in the Practice of Allergy 


The advent of corticosteroids has been 
hailed as a milestone in the management of 
allergic conditions. Time and experience have 
demonstrated that corticosteroids cannot and 
should not be used as a substitute for careful 
and complete medical and allergic investiga- 
tion. Allergic diseases are not due to an insuffi- 
ciency of the adrenal cortex or of the anterior 
pituitary gland. Cortisone and related prod- 
ucts are not replacement therapy. Prolonged 
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administration of ACTH leads to atrophy of 
the anterior pituitary gland. Likewise, long- 
term treatment with corticosteroids produces 
atrophy of the adrenal cortex and of the ante- 
rior pituitary gland. The normal anterior pitui- 
tary gland secretes only several units of ACTH 
daily. The adrenal cortex secretes about ten 
to thirty mgms. of hydrocortisone per day. 
Doses in excess of this, given over a long period 
of time, will cause often an irreversible reduc- 
tion in the size of the respective glands. This 
reduction in size is accompanied by failure of 
function. 

Furthermore, patients will often terminate 
therapy suddenly so that dangerous reac- 
tions may occur if this is done in time of 
crisis, such as trauma, surgery or infection. 

The temptation to use corticosteroids in the 
daily management of allergic conditions is 
great. I know patients suffering with mild hay 
fever, or urticaria, who are regularly taking 
cortisone products for extended periods. The 
drawback lies in the fact that such practice is 
not without potential danger. This threat in- 
cludes arrest of growth in children, diabeto- 
genic and hypertensive effect, osteoporosis, 
sodium retention and many other manifesta- 
tions as indicated earlier in this article. 

Cortisone products should not be used in 
the presence of well-known contraindications, 
or at least they should be employed with great 
care under these circumstances. These include 
active tuberculosis, active infections, peptic 
ulcer, diabetes, etc. It is well not to vaccinate 
patients for smallpox while on steroid therapy. 
Chicken pox (varicella) may prove fatal in 
children who are receiving large doses of corti- 
sone. If the child is receiving such medication 
and has been exposed to chicken pox, then he 
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should also be given large doses of gamma 
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of allergy. 
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RESPONSE TO GLUCAGON BY SUBJECTS 


WITH HYPERINSULINISM 


The response to the intramuscular injection of 1 mg. of 
glucagon in four patients with hyperinsulinism is recorded. 
A hypoglycaemic phase following a normal rise in blood 
sugar distinguishes it from the response observed in healthy 
subjects. The use of glucagon in the differential diagnosis 
of the hyperglycaemic syndrome is discussed. 


VINCENT MARKS, B.M. 
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A SPECIAL ARTICLE 


Intestinal Autointoxication 


HEINZ B. EISENSTADT, M.D., Port Arthur, Texas 


7 concept of autointoxication, 
i. e., poisoning of the human body with its own 
toxins from the bowels, dates back for many 
centuries. References to this thought can be 
found in various old manuscripts. Two hun- 
dred years ago, Albrecht von Haller, the Swiss- 
German scientist and physician, gave a detailed 
account of intestinal intoxication. He expressed 
the belief that in constipation “foul water was 
absorbed from the feces filling the blood with 
rancid parts producing fever, hemorrhages, con- 
sumption and insanity.”' Later, his concepts 
were taken up by Metchnikoff who attributed 
the longevity of the Bulgarian peasants to their 
consumption of large quantities of yoghurt, a 
milk cultured with Bacillus bulgaricus. He rec- 
ommended this preparation for medicinal use, 
so that harmless milk bacteria could overgrow 
pathogenic organisms inside of the bowel.” 
His teachings have remained popular even in 
modern times and are still followed by a great 
number of clinicians using such milk prepara- 
tions for the treatment of diarrhea, meteorism 
and pruritus, occurring so often after the ad- 
ministration of antibiotics and antimetabolites. 
Around the turn of the century, the concept of 
intestinal intoxication was generally accepted 
by medical authorities. This was the time when 
Sir W. Arbuthnot Lane' recommended colec- 
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tomy for the eradication of a variety of phys- 
ical and mental ailments. However, in the 
early twenties, these ideas were rapidly aban- 
doned when the teachings of Alvarez and his 
associates* attributed such symptoms as full- 
ness, abdominal pain, bloating, belching, in- 
appetence, coated tongue and bad odor from 
the mouth and body to a combination of local 
mechanical distention, antiperistaltic move- 
ments, and reflex dysfunctions of the bowels, 
and not to autointoxication. These investiga- 
tors gradually advanced the concept that such 
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4} \J—-- as 
1057 


functional bowel disturbances were actually 
psychoneurotic manifestations. 

Recently, however, their views which have 
prevailed for a number of years have been 
seriously challenged by the discovery of vari- 
ous autoimmune processes which are taking 
place in the body under the influence of the 
intestinal flora. Ravin and associates**» have 
made a very careful study of such bacterial 
endotoxins produced in the large intestine of 
experimental animals. They sterilized the 
bowel with antibiotics, fed colon bacillus cul- 
tures containing a measured amount of P-32 
labeled endotoxin and subjected hereafter some 
of the animals to a hemorrhagic shock. These 
investigators were able to recover the labeled 
endotoxin from the liver and the blood of the 
normal as well as the shocked animals, and 
proved that intestinal endotoxins passed the in- 
testinal barrier both under normal and ab- 
normal conditions. However, in the normal 
animals, the intestinal poison was mostly taken 
up by the liver and was completely inactivated 
by this organ while in shocked animals the 
largest amount of toxin remained in an un- 
changed, poisonous form in the circulation and 
only a minimum quantity was trapped by the 
liver. These findings, if confirmed by equally 
qualified investigators, seem to re-establish the 
old concept of intestinal intoxication together 
with that of hepatic detoxification. In recent 
years, methods have become available to label 
toxins with radioactive isotope and to detect 
antibodies with fluorescent dyes, or specific im- 
munological reactions. Such investigative tools 
could be used to clarify the mechanism of in- 
testinal intoxication, autosensitization, auto- 
hypersensitization and autodesensitization. It 
would be necessary to perform such experi- 
ments in the presence of a normal colon as 
well as in patients with constipation, bowel 
resection, intestinal obstruction, ileus and in- 
testinal perforation. Of greatest interest are 
immunological changes in association with ul- 
cerative colitis. Here, a great deal of work has 
already been performed by Kirsner, Goldgra- 
ber and others.° Their findings are compatible 
to a certain degree with the animal experiments 


of Ravin and his associates.* Other investiga- 
tors working with germ-free animals have also 
accumulated a large body of evidence pointing 
toward intestinal autoimmunization. Some of 
these experiments seem to demonstrate equally 
well the detoxifying and modifying role of the 
liver and of the whole reticuloendothelial sys- 
tem.® The protective action of the liver has 
been known for a number of years. It is well 
established that this organ helps neutralizing 
phenol, indol, scatol, cholin, histamine and 
other poisoning substances formed in the nor- 
mal bowel.” It is also known that it prevents 
intestinal bacteremia and septicemia under nor- 
mal conditions, but that intestinal micro- 
organisms may invade the body in the presence 
of cirrhosis in which the natural or iatrogenic 
shunts may allow a bypassage of this organ. 
On the other hand, in severe hepatic failure 
where the detoxifying function is impaired, the 
suppression of the intestinal flora with various 
antibiotics exerts a salutary effect. Other in- 
teresting clinical entities, that may be caused 
by a breakdown of body resistance against in- 
testinal pathogens, are salmonella osteomyelitis 
in sickle cell anemia’ and salmonella abscess 
formation in the presence of abdominal aortic 
aneurysm.*® 

The neutralizing power of the liver is also 
well demonstrated in carcinoid disease. A lo- 
calized carcinoid tumor does not cause flush- 
ing, cyanosis, diarrhea, arrhythmias and val- 
vular disease, because its serotonin contents is 
inactivated by this organ. Not until carcinoid 
cells invade the hepatic parenchyma extensively 
and gain direct access to the hepatic veins and 
the general circulation will the syndrome of 
the malignant carcinoid become apparent.'* 
Another clinical entity, possibly related to the 
process of colonic autoimmunization and the 
lack of the reticuloendothelial protection, is 
pseudomembraneous enterocolitis. In a great 
number of patients with this disorder, an over- 
growth of staphylococci in the colon has been 
found and considered to be responsible for this 
disease. However, in some cases only gram- 
negative pathogens were recovered; while finally 
in others, no microorganisms were present at 
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all inside of the bowel.? On the other hand, 
the role of masses of coagulase positive staphy- 
lococci remains uncertain, because they may 
be found in food poisoning without such com- 
plications as hypotension, shock, membrane 
formation and necrosis® that characterize the 
pseudomembraneous bowel disease. Finally, 
they may even be present inside of a perfectly 
normal gut.® 

Intestinal autointoxication usually refers to 
noxious agents of the large bowel, or the en- 
tire intestine, leaving the confines of this or- 
gan and invading the rest of the body. How- 
ever, many disturbances of the normal intes- 
tinal flora may influence indirectly the health 
of the entire organism.’® The normal bacterial 
flora consists mainly of colon bacilli. In addi- 
tion, some aerobactor, alcaligenes, proteus, 
pseudomonas, paracolon and clostridium are 
usually present. These bacteria remain harm- 
less saprophytes in the majority of their human 
hosts. They even participate in the process of 
digestion and absorption of food and may be 
more useful than anticipated. They destroy cel- 
lulose fibers and other materials not digestible 
by the enzymes of the gastrointestinal juices. 
They produce vitamin K and the various com- 
ponents of the vitamin B complex such as nico- 
tinic acid, pyridoxine, folic acid, biotin, ribo- 
flavin, thiamin and pantothenic acid. If they are 
replaced by abnormal microbia, for instance by 
yeast cells, such germs may compete with the 
host for vitamins and may be responsible for 
the production of avitaminoses.'® The normal 
intestinal flora seems to be able to promote the 
synthesis and absorption of other important 
nutrients.'* For instance, various cases of stea- 
torrhea have been attributed to abnormal func- 
tion of intestinal organisms, especially those as- 
sociated with short-circuiting of the gut, with 
blind loops and with partial gastrectomy. The 
malabsorption state present under these condi- 
tions has been successfully treated with anti- 
biotics. On the other hand, steatorrhea has 
been observed following antibiotic therapy and 
attributed to avitaminosis produced by change 
of the bacterial flora.'* 


While the role of the normal intestinal bac- 
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teria for the maintenance of health is generally 
recognized, the same microbes may however 
become a source of disease. They may, for 
instance, produce diarrhea in infants and de- 
bilitated persons who have not only a low 
vitality, but also a low antibody response. At 
other times, the intestinal floral may aggravate 
pre-existing colonic disorders, for instance, 
amebiasis. In germ-free animals, amebae do 
not produce disease, until the normal bacterial 
flora is restored.'? In human amebiasis, intes- 
tinal bacteria seem to enhance the protozoal 
toxicity greatly.‘* Here, the salutary effect of 
various antibiotics may be more due to action 
on these germs than on the protozoa them- 
selves.’* A similar state of affairs may be re- 
sponsible for the action of antibiotics on worms, 
for instance, pinworms and fungi especially 
actinomyces.’® In contrast to such observa- 
tions is the well-known, protective influence 
of the normal intestinal microorganisms against 
pathogenic bacteria. For instance, after pre- 
operative sterilization procedures, the normal 
inhabitancy of the gut is frequently replaced 
by dangerous pathogens. Interesting observa- 
tions have been made during experiments with 
shigellosis and salmonellosis. These diseases 
cannot be produced in animals by feeding cul- 
tures of shigella or salmonella organisms.’° 
However, after complete sterilization of the 
gut with streptomycin, these diseases may be 
obtained in mice by gavage of shigella and sal- 
monella strains previously made resistant to 
this antibiotic. Under these circumstances, a 
severe bacterial inflammation is produced which 
resembles ulcerative colitis. This disease, how- 
ever, can be immediately terminated again by 
the feeding of colon bacilli made equally re- 
sistant to streptomycin.’® Such observations 
raise questions about the mechanism of elimi- 
nating pathogens with the help of the normal 
bacterial flora: Is it simply an overgrowth of 
the colon bacilli? Is it an unknown antibiotic 
produced by them? Are some protective bac- 
teriophages accompanying these bacilli, or does 
the stimulation of an immune mechanism save 
the animals? Such experiences have lead to 
the recommendation of enemas containing hu- 
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man feces for the treatment of pseudomem- 
braneous enterocolitis. In recent years, a great 
deal of investigative work has been done per- 
taining to pathogenic enteroviruses. However, 
the presence of a normal viral flora and its 
relationship to bacteriophages remains to be 
elucidated. 

Finally, since the discovery of serotonin, a 
substance manufactured by the small bowel 
mucosa for the normal function of various tis- 
sues and organs, a search should be made for 
similar humeral substances in the colon which 
may be of significance for the maintenance of 
health. There seem to be unlimited possibili- 
ties and it is conceivable that a deficiency, an 
excess, or an abnormality, of such chemical 
products, independent from the activity of 
microorganisms, may produce diseases formerly 
also contributed to autointoxication. For ex- 
ample, we are often inclined to attribute spas- 
ticity and atony, constipation and diarrhea to 
disturbances of the nervous system. It is, how- 
ever, possible that humeral substances may con- 
tribute to these abnormal functions. Could the 
human organism, for instance, produce its own 


laxatives, the deficiency of which may be re- 
sponsible for constipation while the excess may 


produce diarrhea? An increased amount of 
tryptamine in the bowel, for example, has been 
accused of initiating the frequent evacuations 
seen in sprue and in other malabsorption syn- 
dromes."? 

Such a metabolite and others may also 
have an effect on the normal bowel. An- 
other example of abnormal chemical processes 
in the intestine may be meteorism of the colon. 
The sudden appearance ef gas in the large 
bowel in the absence of any distention of the 
small bowel can only be explained by a sud- 
den release of gaseous substances from the 
blood stream passing through this organ. It 
remains to be seen what enzyme systems are 
involved in this phenomenon. They may be 
out of order in the presence of habitual meteor- 
ism as well as during the appearance of bad 
mouth and body edors. 

Thus, modern experimental medicine may 
obtain a more satisfying explanation for the 
symptomatology of “nervous indigestion” and 
other functional disturbances of the bowel than 
the currently popular psychosomatic theory of 
Alvarez and his followers by discovering new 
chemical substances and their abnormalities in- 
side this organ and in the bowel wall. 


Summary 


The demonstration of human autoantibodies 
in diseases of almost any organ represents a 
great progress of medical science. It corrects 
the erroneous concepts originated by Paul 
Ehrlich that the human body does not form 
such immunological substances against itself 
(Horror autitoxicus).'* Recent investigations, 
however, have shown that, even in the pres- 
ence of a normal colon, autoimmune processes 
occur due to absorption of endotoxin through 
the normal intestinal wall. 

These findings allow the assumption that 
both a normal intestinal flora as well as a 
normal autoimmune status are required for 
human health and that the disturbance of 
this natural balance between bacteria and 


protective mechanism of the body may be the 
cause of a variety of diseases. Such a con- 
cept would represent the modern approach 
to the ancient teachings of intestinal auto- 
intoxication. 

Apart from the immunological investigations, 
there is a need for a search of other biological 
substances such as hormones, vitamins, anti- 
biotics, chemicals and enzymes inside of the 
large bowel and in the wall of the colon’® that 
may be involved in various local as well as sys- 
temic disturbances. A discovery of such hu- 
meral substances would contribute greatly to 
the understanding of functional bowel disorders 
which have also been attributed to “auteintoxi- 
cation” in the past. 
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Use of an Ataractic Agent 
(Hydroxyzine Hydrochloride) * 
in the Control of 


enuresis had been 

defined as involuntary bed-wetting during sleep 
by a child over three years of age,’ and it is thus 
differentiated from true incontinence which 
may occur even if the child is awake, and 
neurogenic bladder which may occur in any 
age group. In the general population, the in- 
cidence of nocturnal enuresis has been esti- 
mated to be approximately thirteen percent for 
boys and nine percent for girls.” 

All infants and many children wet their beds 
until, in their developmental maturation, they 
are able to control their bladders when they 
are sleeping. While it is true that a large 
majority of children gain this control by the 
time they are two or three years old, still a 
fair proportion of normal children do not gain 
full bladder control until four or five years of 
age. Thus, as in the acquisition of other habits, 
there is no precise timing which distinguishes 
the normal from the abnormal. Nevertheless, 
children over five years of age who are still 
wetting beds are the ones whose parents face 
the pediatrician and the general practitioner 


* Atarax Syrup, J. B. Roerig and Company, Division of 
Chas. Pfizer & Co., Inc. 
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Nocturnal Enuresis 


MICHAEL MAFFEI, M.D. 
Burlington, New Jersey 


with the question: “How can we help Johnnie? 
What can we do to stop Mary’s bed-wetting?” 

Etiology in these cases is often of major 
importance in diagnosis since the cause may be 
either functional or organic. While organic 
causes may not be overlooked, it has been 
found that only three to ten precent of the 
cases have an organic basis for which a specific 
cause can be found and specific medical pro- 
cedures instituted.* 

Most enuresis has a functional etiology. 
Anything profoundly disturbing to the child 
may lead to bed-wetting. Early studies*:* sug- 
gested that the enuretic child feels rejected and 
wets the bed to gain attention. More recent 
studies*:* indicate that more specific causes 
may be lack of love or affection, and insecurity. 
Indeed, one must consider the entire gamut of 
possible causes of emotional imbalance since 
enuresis is not related to any specific or special 
set of circumstances. 

Michaels’ made the interesting observation 
that enuresis, nail biting, temper tantrums, and 
speech impediments tend to occur more often in 
combination than individually. Because of this 
it has been suggested that enuresis might be 
regarded as a common indicator of a symptom- 
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complex. The primary cause may be deeper 
emotional problems of which perhaps both 
parents and child are unaware. The physi- 
cian who is unaware of the complexity of the 
total problem which faces him hesitates to 
single out any one of the multitude of pos- 
sible factors as “the cause.” Nor does he wish 
to probe into the psychiatric problems of all 
his patients; yet, he does want to eliminate the 
symptom and, as far as possible, alleviate the 
cause. He knows that relief, to be complete, 
must be twofold. Medication should be able 
to not only eradicate the symptom of enuresis 
but also control the tension and anxiety which 
may be associated with the cause. 

Recent studies of childhood behavior prob- 
lems have shown hydroxyzine hydrochloride to 
be of salutary benefit. Bayart*® reported favor- 
able results with this ataractic in children with 
nervous tics and in emotionally unbalanced 
school children. Litchfield,® Steinberg and 
Holtz,’® Freedman,"? Santos and Unger,'? and 
Nathan and Andelman'* have all reported 
favorably on the value of hydroxyzine hydro- 
chloride in treating pediatric patients in whose 
illnesses emotional problems play a role. 


Materials and Methods 

In view of these favorable findings with hy- 
droxyzine in young patients, the author deter- 
mined to make a clinical trial with this com- 
pound in nocturnal enuresis. A trial study was 
conducted in twenty-eight children diagnosed 
as having nocturnal enuresis due to other than 
organic causes. 

Twenty-eight children ranging in age from 
four to sixteen years were studied. Hydroxy- 
zine, in doses ranging from 10 mgms. to 20 
mgms., was given. The average duration of 


therapy was four weeks. In most cases, the 
dosage was given at bedtime. 

Concurrent with this regimen, attempts were 
made to alert the parents of the children to 
the various emotional factors which might be 
implicated as the cause of enuresis. Stress was 
placed on the fact that the immediate objective 
was a dry bed and the medication was being 
administered to help achieve this objective. 
However, the parents were also told that the 
only long range method of achieving this goal, 
without relapse, was to have a happy child, se- 
cure in the love of his parents and in a happy 
environment. 


Results 

Twenty-four children or ninety-two percent 
of the cases studied achieved excellent results 
with hydroxyzine. “Excellent” means that, fol- 
lowing four weeks on the drug (during which 
period nocturnal enuresis was controlled), 
medication was withdrawn without a relapse 
occurring. Many of these patients have been 
followed for a year, and enuresis has still not 
occurred. 

In two patients or four percent of the cases, 
results were fair. “Fair” means that nocturnal 
enuresis did not occur, or occurred much less 
frequently while the patient was on hydroxy- 
zine for “our weeks. 

However, when the medication was discon- 
tinued, bed-wetting recommenced. Partial con- 
trol may be maintained in these patients only 
by continual therapy with the ataractic. Com- 
plete failure occurred in an additional two 
cases. 

No adverse side effects were encountered. 
In this study, the patients themselves may be 
considered to have acted as “controls.” 


Conclusion 


On the basis of the favorable results ob- 
tained with hydroxyzine in nocturnal enuresis, 
it is clear that emotional components play a 
major etiologic role in this condition. Ad- 
ministration of an ataractic, it must be re- 
membered, can often provide only short-term 
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alleviation of this annoying and distressing con- 
dition. However, while the child is in remission 
from nocturnal enuresis, measures may be ef- 
fectively taken to bring under control the en- 
vironmental stresses which are so often at the 
roots of the difficulty. 
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Used as part of a comprehensive program, 
hydroxyzine hydrochloride has provided favor- 
able results and has_preved be most useful. 
Other medications and methods have not, in 
the experience of the writer, provided nearly 
so high an index of therapeutic success. With 


hydroxyzine, the child is relieved of anxiety 
and tension, and is therefore better able to co- 
operate with the physician and with his par- 
ents in attempting to bring the bed-wetting 
under control. 

Route 130 and Madison Avenue 
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SERUM DETECTION OF CARCINOMA 


A preliminary attempt to use the Schultz-Dale technique 
in the diagnosis of cancer has been successful in 23 cases 
of carcinoma, and unsuccessful in 26. 

The claims of Makari and of Burrows that the test has 
an accuracy of over 95% have not been substantiated. On 
the other hand, the results can be taken to confirm the 
immunological basis of the method. 


EARLE HACKETT, M.D. and EDITH GARDONYI, M.D. 
Brit. Med. J. (1960), No. 5188, Pp. 1785-1787. 
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Evaluation and Referral of 


PSYCHIATRIC PATIENTS 


An attempt has been made to present some basic 


considerations in evaluating and referring psychiatric 
patients. An outline for a brief screening evaluation is 


FLOYD K. GARETZ, M.D. 
Lawton, Oklahoma 


presented and psychiatric referrals are discussed on the 
basis of why patients are referred, which patients are 


referred, how patients are referred and when patients 


inked to any medical special- 
ist are for the most part based on prior contact 
with the patient by the family physician, or 
some other specialist. Most often, the patient 
comes to the doctor with certain problems, 
or complaints. The physician takes a history 
and does an examination and then decides that 
the nature of the problem requires the opinion 
of a specialist. It is a necessary prerequisite, 
then, for referral, that the referring doctor 
know something about the case so that he has 
a basis for referral and is able to ask the 
specialist for a particular type of clarification. 
No general physician would call on a cardiolo- 
gist without getting some history and at least 
listen to the patient’s heart; nor would he refer 
a patient to a surgeon for a possible appen- 
dectomy without obtaining a history and ex- 
amining the patient’s abdomen. 

By the same token, it seems reasonable that 
a referring physician would have some basic 
information about his patient in the way of 
history and findings before he cailed for the 
specialized help of a psychiatrist. In referrals 
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are referred. 


to a psychiatrist, however, this is sometimes not 
done as completely as would be desirable. 
General physicians frequently view psychiatry 
as mysterious and foreboding and are mysti- 
fied by the complex terminology used by 
psychiatrists. Many physicians lack confidence 
in their ability to evaluate psychiatric patients 
and have the idea that it takes many hours of 
interviewing in order to come to any conclu- 
sions about the nature of a psychiatric prob- 
lem. 

The overall result of these ideas and atti- 
tudes may lead the physician to the conclusion 
that he has neither the understanding, skills, 
nor time to evaluate psychiatric patients. He 
may then refer all patients that in any way 
“smack” of psychiatry on a wholesale basis, 
acting only as a reluctant middle man who sees 
no reason for doing an evaluation of patient. 
Everyone concerned would benefit if referrals 
to a psychiatrist, like all other referrals to 
medical specialists, were made in a more crit- 
ical manner and based on an adequate screen- 
ing evaluation by the general physician. 
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The clarification of the complex terminology 
used in psychiatry is a problem for psychiatrists 
to work out. Currently there is a great deal of 
investigation being done to clarify this area. 
Actually this need not be a problem for the 
general physician because adequate screening 
evaluations can be done without reference to 
the more complex and esoteric aspects of psy- 
chiatric terminology. The physician’s lack of 
confidence in his ability to evaluate psychiatric 
patients can be greatly reduced if he takes 
advantage of a variety of ways of gaining skill 
and information, such as postgraduate semi- 
nars, contact with psychiatrists and reading 
articles which attempt to clarify psychiatry. The 
consideration of insufficient time to do psychia- 
tric evaluations is a misconception since an 
adequate psychiatric screening evaluation can 
be done in no more time than it takes to 
evaluate non-psychiatric patients. It is the 
purpose of this paper to present some basic 
concepts to guide the general physician in his 
evaluation and referral of psychiatric patients. 


Evaluation of Psychiatric Patients 


As was implied in the introduction to this 
paper, an attempt will be made to outline a 
method of screening evaluation which can be 
done within the time limits available to the 
general physician, yet will provide the general 
physician with a sound basis to make decisions 
as to disposition of psychiatric patients. 


Goals of the Screening Evaluation 


A. TO DETERMINE THE NATURE OF THE 
PROBLEM AND TENTATIVELY PUT THE CASE IN 
ONE OF THE FOUR BROAD DIAGNOSTIC CATE- 
GORIES OF PSYCHIATRIC PATIENTS. For pur- 
poses of this paper, the following definitions of 
the diagnostic categories are offered. Psychotic 
diagnoses refer to patients in whom the main 
characteristic is a loss of contact with reality. 
Neurotic diagnoses refer to patients who have 
certain specific symptoms or combinations of 
symptoms, such as anxiety, phobias, compul- 
sions, etc. Psychophysiologic diagnoses refer to 
patients in whom the symptoms are primarily 
physical. Character and Personality disorders 
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refer to patients whose illness has become a 
way of life and whose conflicts are manifested 
by a struggle with their society. 

B. To DETERMINE THE DEGREE OF 
EMERGENCY OF THE PATIENT’S PROBLEM. 

C. To DETERMINE WHETHER THE PATIENT 
CAN BE EVALUATED AND/OR TREATED BY A 
GENERAL PHYSICIAN OR SHOULD BE REFERRED 
TO A PSYCHIATRIST. 

D. To DETERMINE IN THOSE CASES BEYOND 
THE GENERAL PHYSICIAN WHETHER OR NOT 
REFERRAL TO A PSYCHIATRIST WILL ACTUALLY 
ACCOMPLISH ANYTHING. 


History 

As in all medical histories, the psychiatric 
history consists of present problem and past 
history. 

A. PRESENT PROBLEM: The physician 
need determine here what is the chief 
complaint, its nature, its duration and to what 
degree it appears to incapacitate the patient. 
Sometimes, the patient clearly states an obvious 
psychological problem such as: “I am nervous,” 
“I have fears of high places,” or “I am not 
getting along with my family as I should.” Other 
times, the patient comes to the doctor with a 
physicial complaint, in which case the physician 
must, from the nature of the complaint, decide 
whether a psychological etiology is part of the 
differential diagnosis. On other occasions, the 
chief complaint is not by the patient but 
by the patient’s family, or others, and may 
be in the nature of withdrawal, bizarre 
behavior, irrational beliefs, mental confusion, or 
behavioral disturbances. Whatever the case, the 
physician doing a screening evaluation need 
determine only high points and should not feel 
obligated to determine details. 

B. Past History: Again, the general 
physician need determine only a few major 
facts. Details of personal, family and social 
history are not necessary, nor should any 
attempt be made to formulate psychodynamics. 
The following are important areas of past 
history about which to inquire. 

1. Has there been previous psychiatric 
treatment, either inpatient, or outpatient. 
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This will provide information as to chronicity 
of the problem and will shed light on the 
questions of possible benefit of future 
psychiatric treatment. 

2. Has the patient had major problems in 
adjusting to society as evidenced by a police 
record, alcoholism, or addiction. 

3. What has been the level of the patient’s 
vocational and social adjustment. Questions 
about level of education, kind of work done, 
marital adjustment and recreation activities 
will provide sufficient information for a 
judgment in this regard. 


Mental Examination 


The mental examination is analogous to a 
physical examination in that it deals with signs 
of disease rather than symptoms. However, the 
mental examination tends to blend in more 
with history taking than does the physical 
examination because many of the observations 
are made by the physician while the patient is 
giving the history. The following are categories 
of signs of psychiatric disorders: 

A. SIGNS OF THINKING DISORDER. There are 
a number of signs of disorders of thinking 
which can easily be observed by the general 
physician. Observation and/or inquiry should 
be made to determine if the patient is oriented 
as to time, place and person; if he appears to be 
hallucinating, as indicated by turning of the 
head and appearing to be hearing or seeing 
things; if the patient has any obvious memory 
difficulties or if he is blocking or obviously 
unable to concentrate. The patient may 
verbalize irrational beliefs or answer questions 
in an illogical, disconnected manner. 

B. SIGNS OF MOOD DISTURBANCE. There 
are likewise a number of easily observed 
signs of mood disturbances. Depression is 
characterized by an unkempt appearance, 
downcast expression, occasional tearfulness and 
slowing of motor activity; or the patient may 
appear elated, expansive and hyperactive, 
indicating a manic condition. 

C. DISTURBANCES IN FEELING. Along with 
the subjective report of the patient of excessive 
anxiety, anger and guilt, the general physician 
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can observe certain objective signs of these 
emotions, such as excessive sweating, rapid 
breathing, restlessness, tremor, blushing and 
abnormal voice tones. 

D. MISCELLANEOUS SIGNS. Additional 
objective signs of importance are twitches, tics 
and other abnormal motor phenomena. Also of 
importance are signs of pathological attitude, 
such as over-defensiveness, unreasonable 
demanding attitude, pretentiousness or excessive 
shyness. 

A brief list of important signs is given here. 
The observant physician can discover many 
more for himself. 


Motivation for Help 


One additional topic will be discussed 
separately under the main topic of EVALUATION; 
although, it is actually a part of History and 
EXAMINATION. The patient’s desire for help is 
of critical importance in psychiatric treatment 
and should always be determined in a screening 
evaluation. If the patient’s attitude about 
psychiatry and his motivation for help are not 
apparent from what the patient says during the 
interview, he should be asked three questions. 
“Do you think you need psychiatric help?” “Do 
you want psychiatric help?” “How do you think 
a psychiatrist could help you?” The answers to 
these three questions will be extremely valuable 
in helping a physician decide whether or not to 
refer a patient to a psychiatrist. 


Referral of Patients 


This section will be organized around four 
questions. 

“Why are patients referred to a psychiatrist?” 
“Which patients are referred?” “How are 
patients referred?” “When are patients 
referred?” 

@ Why are Patients Referred? There are 
basically two reasons for a referral to a 
specialist. One, to get help in clarification of 
diagnosis. This is often a problem when there 
is a question of psychosis and also when the 
presenting complaints are primarily physical in 
nature. 


The second reason for referral is for a 
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specialized treatment from a psychiatrist, either 
inpatient or outpatient. 

@ Which Patients are Referred? This question 
overlaps with Why Patients are Referred. 
Obviously, when there is doubt about the 
diagnosis the patient should be referred to a 
psychiatrist. There need not be doubt about 
a psychiatric diagnosis, especially when the 
patient clearly tells you what his problem is, 
such as: “I am nervous,” or “I am depressed” 
and obviously is nervous, or depressed. 
However, when there is a question of psychosis, 
referral is indicated and in many cases where 
the complaint is physical and diagnosis is still 
in question, a referral is indicated. 

If a psychiatric problem clearly is present, 
the general physician must then decide whether 
or not he wants to treat the patient himself 
or request the specialized treatment of a 
psychiatrist. The physician will decide this on 
the basis of his inclination to treat psychiatric 
problems, as well as on the basis of what time 
he has available and what skills he feels he 
possesses. When a patient is referred for a 
specialized treatment, then there are two 
categories to be considered: Those who want 
treatment and those who do not want treatment. 
If the referring physician is considering referral 
for outpatient psychotherapy, then he is 
wasting his time, the patient’s time and the 
consultant’s time to refer a patient who does not 
accept the psychological basis of his illness and 
states that he does not want psychiatric help. 
The patient should verbalize a genuine desire 
for help, if he is going to be referred for 
outpatient psychotherapy; however, when 
hospitalization as a form of treatment is being 
considered, the patient’s cooperation is not 
always necessary. Hospital treatment does not 
require the same degree of cooperation on the 
part of the patient as does outpatient 
psychotherapy. Further, it is often part of the 
patient’s problem, especially with depressed, or 
psychotic, patients, that they specifically refuse 
help from anybody. With the uncooperative, 
psychotic, or depressed, patient, every effort 


should be made to have patient evaluated by a 
psychiatrist on a voluntary basis; but, if the 
patient refuses such an evaluation, it is the 
obligation of the physician to inform a 
responsible member of the family of the 
situation and to suggest that some legal action 
be taken in order to insure that the patient 
receives indicated hospital treatment. In these 
latter cases, a phone call to the physician’s 
psychiatric consultant, or to local legal 
authorities, will be a source of information as 
to legal procedure. 

@ How are Patients Referred? Telephoning 
the specialist is probably the quickest and best 
way to refer a patient. In this way, the 
psychiatrist can get the benefit of the referring 
physician’s screening evaluation and will have 
an opportunity to ask questions that may help 
him in his role as consultant. Occasionally, on 
the basis of information supplied by the general 
physician, the psychiatrist will be able to make 
recommendations as alternatives to referral and 
avoid an unnecessary referral. 

An alternative to telephoning the consultant 
is to send a written request for consultation. 
Such a written request should always be made 
by the doctor himself and contain information 
as to the nature of the problem, a summary of 
his findings, the reason for referral and the 
patient’s motivation for psychiatric help. 

@ When are Patients Referred? This brings 
up the question of emergency referrals to 
psychiatrists. The only truly psychiatric 
emergencies are acute psychosis, severe 
depression, serious suicidal, or homicidal, 
intentions and bona fide suicide attempts. All 
such cases require hospitalization. All other 
referrals should be made on a routine basis. 
When a patient is extremely uncomfortable, an 
attempt should be made to have him seen as 
soon as possible, but it is preferable to make 
a routine referral, rather than an emergency 
referral, because an emergency referral often 
makes the patient more anxious and implies 
that he is much sicker than he actually is. 

1306 Maple Street 
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Since the beginning of this cen- 
tury, the caudal canal has been injected with 
therapeutic substances to treat and alleviate 
low back, pelvic, and lower extremity pain. 
Cathelin,’ in 1901, injected cocaine in an effort 
to relieve the pain of patients who were suffer- 
ing from inoperable carcinoma of the rectum 
and pelvic structures. Viner,’® in 1928, Steel, 
in 1938,'* and Kelman, in 1944,° independently 
reported beneficial results with one-half to 
one percent novocain in saline as intra- 
caudal injection for the relief of sciatica. 
Since 1953, when Liévre and his associates 
introduced hydrocortisone acetate into the cau- 
dal canal for the treatment of sciatica,’® a 
number of similar reports on this technic have 
been published by French and Italian physi- 
cians. 

Although epidural injections for relief of 
root pain gained acceptance in this country 
during the past two decades, corticosteroid and 
saline epidural injection followed by manipula- 
tive nerve stretching and muscular mobilization, 
has only recently been described. In July, 1960, 
this author reported observations in sixty-two 
cases.2 In October 1960, Goebert and his 
associates reported results using epidural injec- 
tions of procaine hydrochloride and hydro- 
cortisone acetate followed by straight leg rais- 
ing exercises.’ 

Since Mixter and Barr’ demonstrated in 


(VOL. 89, NO. 10) OCTOBER 196] 


Pressure Intracaudal Injection 


A valuable, conservative method of treat- 
ment for sciatica and the painful low back 
by caudal injection of saline and corti- 
costeroids followed by back and leg 
manipulation. 


1934, that a protruded, or herniated, inter- 
vertebral disc could cause sciatica, the disc 
syndrome has been diagnostically empha- 
sized in the etiology of sciatic neuropathy 
associated with the painful low back. The de- 
velopment of an acutely painful low back fol- 
lowing physical stress, strain, or trauma, has 
been observed by all practitioners who treat 
industrial injuries. Aviation and the aircraft 
industries are no exception. Sciatica may occur 
concurrently with the acute low back pain 
following injury, or may develop later. Pain 
and disability may be profound and work time 
loss prolonged. The aviation industries are 
interested in rapid rehabilitation of their injured 
personnel with reduction of disability and time 
loss. 

In the majority of cases of sciatica associated 
with the low back syndrome, conservative 
measures are preferred initially. Bed rest, trac- 
tion, and physical therapy, are indicated. Back 
supports and medication to aid muscular re- 
laxation, are utilized. 

In the past, failure of this type of conserva- 
tive therapy to relieve sciatica, has been fol- 
lowed by myelographic investigation for diag- 
nostic confirmation and anatomic location of 
a presumptive herniated intervertebral disc. 

In attempting by a conservative measure, to 


~ Presented before the Aerospace Medical Association 
Convention, Chicago, Illinois, April 26, 1961. 


FIGURE 1 = Posterior view of the cauda equina, 
epidural and caudal spaces, showing the nerve 
roots. 


reduce temporary and total disability and to 
avoid the frequent unsatisfactory results fol- 
lowing surgery, during the past few years I 
have used pressure caudal injections of phys- 
iologic saline and corticosteroids followed by 
lower extremity and back manipulation. 


Anatomic and Theoretic Basis of Treatment 


The spinal cord ends at the first lumbar 
vertebra as the conus medullaris (Figure 1). 
The cauda equina, comprising the lumbar and 
sacral nerve roots, is encompassed by the dural 
sac to the lower border of the second sacral 
vertebra. The caudal canal continues below 
this (Figure 2). Between the dural sac and 
the periosteum of the confining vertebrae, is 
the epidural space. This is filled with loose 
areolar tissue and extends upward to the cer- 
vical region. The lumbar and sacral nerve 
roots which compose the cauda equina, pierce 
the dura and carry an enveloping dural sleeve 
into the intervertebral foramina (Figure 3). 
In the sacral area, the nerve roots run two to 
four centimeters from the point where they 
pierce the dura until they enter the sacral 
foramina. The dura is bound anteriorly by fine 
fibrous bands which anchor it to the inter- 
vertebral discs. Laterally and posteriorly, there 
are no binding or constricting bands. 

Evans, in cadaver studies in 1930, estab- 
lished basic concepts upon which later therapy 
has been based.’ Because of the absence of 
fibrous bands in the posterior and lateral as- 
pects of the dura, he found it possible to dis- 
place it and its contents forward by the injec- 
tion of fluid into the sacral canal and epidural 
space. He used a solution of gelatin in water, 
colored by methylene blue. In cases where one 
hundred cubic centimeters of the fluid was 
injected, the dye could be traced as high as 
the upper cervical region. The injected mate- 
rial did not remain confined to the spinal canal, 
but was found to have been forced along the 
vertebral foramina, forming sleeve-like projec- 
tions along the course of the emerging nerves. 
He found that injection of water into the sacral 
canal, compressed and displaced the dural 
sheath forward and inward, producing stretch- 
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ing of the nerve roots (Figure 4). The water 
pressure in the epidural space also displaced 
the dural tube upward, in this manner aug- 
menting the stretching effect upon the nerve 
roots (Figure 5). 

It is felt that sciatic neuropathies have as 
their origin, not only pressure from herniated 
intervertebral discs, but peridural adhesions 
about the nerve roots close to their entrance 
into the intervertebral canal. 

In a ruptured nucleus pulposus, where the 
posterior longitudinal ligament is not torn, the 
disc may gradually return to its normal posi- 
tion. Where the posterior longitudinal liga- 
ment is torn with actual extrusion of disc 
material into the spinal canal, this disc mate- 
rial may gradually work its way from a posi- 
tion of pressure against the nerve root, to 
another position. The spinal nerve upon being 
stretched backwards by the protruding herni- 
ated disc, may slip to one side or the other. 
The temporary pressure which the disc exerts 
or has exerted upon the nerve root, may create 
irritation, inflammation, and root sleeve fibrosis. 

Consideration must be given to what I be- 
lieve to be the more frequent factors respon- 
sible for root-sleeve fibrosis in the production 
of radicular symptoms. Unusual stresses and 
strains and direct trauma, can stretch the peri- 
radicular sheaths which contain thin walled 
blood vessels.* Subsequent rupture of these 
vessels results in local ecchymosis and edema. 
This induces fibrosis and compressive damage 
to the nerve by obstructing free fluid flow to 
the nerve root, restricting the intrinsic blood 
and lymph circulation.'' Where lumbar verte- 
bral spondylosis occurs, there may be con- 
striction of the intervertebral foramina, with 
compression exerted upon the nerve roots. 
This can result in fibrotic adhesions. Post 
myelographic intradural adhesions may de- 
velop at the dural-nerve root hiatus following 
chemical irritation from retained contrast me- 
dia or blood. Degenerative or traumatically 
induced bony protrusions may encroach upon 
and irritate the nerve root, inducing fibrosis, 
irritability, and sciatic symptoms. 

Greenwood and his associates have reported 
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FIGURE 2) Sagittal view of the sacrum showing 
the caudal canal and epidural space. 


FIGURE 3) = Diagrammatic view of nerve root 
showing the dural sleeve. 
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FIGURE 4 Diagrammatic transverse section 


through a lower lumbar vertebra. 
A. Prior to epidural injection. 


B. Following epidural injection showing nerve 
root stretching and dural sheath compression. 


their study of the causes of failure in sixty- 
seven reoperated cases of herniated discs.* 
They found dense adhesions around the nerve 
root with or without bony encroachment, as 
the most common cause of the persistent root 
pain. In some cases, they found even after the 
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FIGURE 5 Diagrammatic sagittal view of the 
sacrum and caudal canal. 


A. Prior to epidural injection. 


B. Following epidural injection showing displace- 
ment of the dural tube upward and nerve root 
stretching. 


removal of the herniation, that the nerve root 
was firmly held between the cartilage and lami- 
nar edges. Any motion at this interspace would 
then tend to irritate the nerve. Therefore, it 
can be seen that any conservative procedure 
which stretches or frees nerve root adhesions 
and combats fibrosis, should be advantageous. 
The inflamed and edematous nerve is addi- 
tionally benefited by the anti-inflammatory 
action of an intracaudally injected cortico- 
steroid. 

Adhesions in the intermuscular or interfas- 
cial planes of the lumbar soft tissues are com- 
mon following trauma to the low back.* These 
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produce pain and muscle spasm which limit 
low back motion. Change from arduous occu- 
pation to sedentary behavior, and wearing a 
back support or brace, adds to motion limita- 
tion. The original acute irritative change in 
the intermuscular or fascial plane is obviated 
with time and rest. The reluctance of the 
patient to impose undue motion or stress upon 
the previously acutely affected area, may cause 
restricting adhesions to occur and further limit 
motion, creating a chronic low back syndrome. 
Although physical therapy and exercises are 
helpful, complete restitution to normal motion 
in the low back can frequently only be accom- 
plished by manipulative stretching or rupture 
of these adhesions. 

Various authors have described epidural 
injections of saline or novocain in amounts 
ranging from thirty to one hundred cubic cen- 
timeters. This author feels that the amount 
of solution injected should be “tailored” to fit 
the capacity of the caudal and epidural space 
of the patient. In this manner, adequate hy- 
drodynamic stretching of the nerve roots can 
be accomplished in each case. Injecting an 
excessive amount may result in marked eleva- 
tion of intraspinal pressure or in arachnoid 
hemorrhage, and must be avoided. Bonica, 
in 1953,* and Moore,** in 1955, reported on 
over two hundred patients in whom pressure 
caudal epidural injection was given without 
complication. 


Cases 


I am reporting on eighty-five patients treated 
during the last five years upon whom two 
hundred and fourteen procedures have been 
done. The patients ages varied from nineteen 
to fifty-nine years. Twenty-three had a prior 
surgical procedure in the low back, either 
laminectomy, or laminectomy and fusion. Five 
had two previous surgical procedures. Of the 
remainder in the operated group, myelograms 
had indicated intraspinal defects in three cases 
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which had been radiologically diagnosed as 
herniated intervertebral discs. Myelograms 
and surgical intervention had been recom- 
mended in twenty-four of these patients. Sixty- 
five patients developed symptoms following an 
industrial injury. Of these, ten were employed 
as aviation ground crew personnel or as skilled 
workmen in the aviation or aircraft industry. 
Four of the non-industrial cases were in pilots. 
Five of the eighty-five patients were women. 

In each patient, there was a history of low 
back pain following unusual stress or trauma. 
Sciatica developed immediately or within two 
weeks. Careful physical examination and lab- 
oratory investigation eliminated insofar as pos- 
sible, causes for sciatica other than the low 
back syndrome. One or more of the following 
findings were present in each case: reflex 
changes in the affected extremity, atrophy, 
neurodermatome mapping of hypesthesia or 
anesthesia, evidence of sciatic irritation such 
as positive Lasegue’s tests, and pain to 
palpation over the sciatic notches or over the 
course of the sciatic nerve. Root pain in one 
or the other lower extremity was present. 

In the majority of these patients, long peri- 
ods of conservative treatment with bed rest, 
traction, physical therapy, and back supports, 
had been used. Time loss from work in the 
industrial cases varied from one week to three 
years. 


Technique 


Although many of the first patients were 
hospitalized as in-patients, the majority of the 
cases during the past two years have been 
treated as out-patients. They reported to the 
treatment room of the hospital without break- 
fast. Premedication was occasionally used. 
The procedure was done in the hospital sur- 
gery, with the patient in a prone position. 
A caudal anesthetic of 20 to 30 cc. of one 
percent Xylocaine, or two percent Nesacaine 
was used. After fifteen to twenty minutes 
elapsed for maximum anesthesia and with the 
needle in position in the caudal canal, sterile 
physiological saline was injected rapidly in 10 
cc. amounts. When the patient complained of 
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headache, pain at the base of the skull, dizzi- 
ness, or pain, and aching between the shoul- 
ders, the injection was discontinued. The 
operator encouraged patient conversation 
during the injection so that his complaint could 
be determined. Amounts of saline ranging 
from 30 to 110 cc. could be injected before 
symptoms signaled discontinuance of the in- 
jections. The average amount injected was 
56 cc. 

In seven procedures, a mild tetanic con- 
vulsive episode developed after 30 or 40 cc. 
of saline had been injected. This lasted a few 
seconds, was not recognized by the patient as 
having occurred, and in no instance produced 
sequelae. It was presumed that these occurred 
because of motion of the spinal cord caused 
by rapid saline injection, or because of in- 
creased spinal fluid pressure created by the 
filling of the epidural space with saline. Seizure 
was considered an indication to discontinue 
injection. 

In 10 of the two hundred and fourteen 
procedures in this series, there developed 
a marked drop in blood pressure. This was 
corrected by appropriate parenteral vasopres- 
sor medication. 

After injection, the caudal needle was with- 
drawn and the patient placed in the supine 
position. Manipulation, flexion, and rotation 
of the lower extremities and low back were 
done. 

Special attention was given to stretching 
the sciatic nerve by straight leg raising. 
Mobilization of the muscular and fascial layers 
- of the lumbar area was accomplished with 
occasionally audible snapping sounds pro- 
duced, indicating rupture of intermuscular or 
interfascial adhesions. 

Following conclusion of the procedure, the 
patient was returned to the treatment room. 
Within one or two hours, the lower extremity 
paresis produced by the caudal anesthetic was 
dissipated sufficiently so that ambulation and 
discharge were possible. 


Addition of Corticosteroids 
During the past two years in forty-seven 
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patients, various corticosteroids have been 
intracaudally injected independently or in com- 
bination with the saline. In the last twenty- 
seven patients, 120 milligrams of methylpred- 
nisolone acetate and 80 milligrams of methyl- 
prednisolone sodium succinate have been com- 
bined with the first 10 cc. of saline injected. 
Results have been optimum with this technic. 


Results 


Results were classified as excellent, good, 
or no benefit. In no case was the patient made 
worse by the procedure. Excellent results were 
obtained in patients in whom complete and 
persistent relief of sciatic or nerve root pain 
was attained for at least three months after 
one to three procedures. Good results were 
recorded when there was either transitory 
elimination in the root pain for periods of days 
to one or two weeks following each procedure, 
and when definite and striking dimunition of 
root pain was noted following two or three 
procedures. 

In the eighty-five patients reported, thirty- 
eight had no corticosteroid injected, and forty- 
seven had a corticosteroid injected (Table I). 
Of those in the latter category, methylpred- 
nisolone acetate and sodium succinate were 
injected in twenty-seven instances. 

In the thirty-eight patients in whom no 
corticosteroid was injected, excellent results 
were obtained in eighteen or 47.4%, good re- 
sults in ten or 26.3%, and no benefit in ten 
or 26.3%. 

In the forty-seven patients in whom corti- 
costeroids were injected, excellent results were 
obtained in thirty-two or 68%, good results 
in twelve, or 25.5%, and no benefit in three 
or 6.5%. In the twenty-seven patients in 
whom 120 milligrams of methylprednisolone 
acetate and 80 milligrams of methylpredniso- 
lene sodium succinate were injected, twenty 
obtained excellent results, five were classified 
as good, and two did not benefit. In one case 
in whom no benefit was obtained, a subse- 
quent surgical exploration revealed marked 
weakness and bulging of the posterior longi- 
tudinal ligament, with marked mucoid degen- 
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TABLE 1 


No CORTICOSTEROID CORTICOSTEROID 


INJECTED 


OVERALL 


INJECTED RESULTS 


Cases PERCENT Cases PERCENT CASES PERCENT 


47.4 
26.3 
26.3 


32 68.0 50 58.8 
12 25.5 22 25.8 

3 6.5 13 15.4 
47 85 


eration of the intervertebral disc between L-5 
and S-1. 

The overall results in the eighty-five patients 
showed that fifty or 58.8% were classified 
excellent, twenty-two or 25.8% good, and 
thirteen or 15.4%, no benefit. 

Several of the patients in the good and 
excellent categories, because of recurrence in 
symptoms after three to six months of relief, 
have found it valuable therapeutically to have 
repeat procedures done. One case which has 
been under supervision for three years with 
dramatic improvement for three months fol- 


lowing the first procedure, has now had eight 


injections and manipulations. He does not 
wait until the sciatica becomes unbearable, 
but with return of mild paresthesias in the 
lower extremities, returns for this type of 
therapy. 

Therapeutic benefit from the first procedure 
was indication for one or two additional pro- 
cedures at intervals of seven to ten days. In 
the twenty-seven patients in which the methyl- 
prednisolone corticosteroids were used, only 
one procedure was done in nine cases, this 
being followed by excellent and permanently 
beneficial results. In the others of the excel- 
lent and good categories, two or three pro- 
cedures were done. 

Of the twenty-three patients in the entire 
series who had laminectomies or fusions pre- 
viously done, eighteen were classified as excel- 
lent, four as good, and one no benefit after 
pressure caudal treatment. 

Although the primary purpose of this pro- 
cedure is to relieve sciatic pain either tempo- 
rarily or permanently, in the majority of cases 
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the associated low back pain was either mark- 
edly relieved or completely obviated. Re- 
sponse to the procedure can be evaluated within 
three to twenty-four hours. The sciatic pain 
is frequently completely or substantially re- 
lieved prior to leaving the hospital recovery 
room. The majority of cases noticed improve- 
ment later that day or within twenty-four hours. 
Many of the cases complained of increased 
low back pain during the first few days follow- 
ing the manipulation. They were given phys- 
ical therapy for one or two weeks. Mobilizing 
and back strengthening exercises were done for 
five minutes twice daily during the next sixty 
to ninety days. Motion of the trunk at the 
low back was improved, with the exception of 
those in whom back motion had been 
structurally limited by a previous surgical 
fusion. 


Comments 


The low back syndrome associated with 
lower extremity paresthesias or sciatica is a 
common cause of work loss in skilled and un- 
skilled workmen in aviation and its allied indus- 
tries. Not only is this syndrome initiated by 
direct trauma, but it occurs spontaneously or 
with stress or strain. It may afflict sedentary 
skilled personnel such as the members of the 
air crew, or those engaged in ground crew du- 
ties. Nerve root irritation and inflammation, 
with resultant root sleeve and periradicular 
adhesions and fibrosis, may constitute the path- 
ologic etiology of symptoms in cases obtaining 
beneficial results from this treatment. While 
bedrest, traction, physical therapy, and immo- 
bilizing supports are the initial conservative 
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48 
No BENEFIT ...... 10 


measures of choice, it must not be forgotten 
that continued and lengthy immobilization of 
the low back may result in restricting inter- 
muscular and interfascial adhesions, and delay 
return to work by limiting motion. Prompt 
rehabilitation is important economically to the 
workman and to industry and can be accom- 
plished by the procedure described. 

It is not my purpose to indicate this pro- 


cedure as a panacea for all cases of sciatica 
or chronic low back pain, but it is suggested 
that it be utilized as a simple and valuable 
conservative measure in those cases in which 
other conservative measures have failed. If 
used prior to myelographic investigation and 
surgical exploration, it is believed that the 
number of surgical procedures on the low back 
now being done, might be materially lessened. 


Summary 


A simple safe technic has been described 
for the treatment of lower extremity pares- 
thesias either following or acutely associated 
with the low back syndrome. Sterile physi- 
ologic saline is injected under pressure into the 
caudal canal with the patient awake and re- 


sponsive so that complications are averted. 
Beneficial results are augmented by the injec- 
tion of substantial amounts of potent corti- 
costeroids intracaudally. Eighty-five percent of 
the eighty-five cases treated were improved 
either completely or substantially. 
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A SPECIAL ARTICLE 


A Short History of Heart Surgery 


i surgery is such a rela- 
tively new field that one is surprised and as- 
tonished to learn that, in less than thirty years, 
it has progressed from the impossible to the 
life-saving art which it is today. 

The surgeon today is able to open the heart, 
empty it entirely of blood, and, under direct 
vision, make an unhurried repair of valves 
and chambers. Open-heart surgery has changed 
the outlook for a great many patients who 
formerly had hopeless, congenital cardiac de- 
fects. It has been estimated that one out of 
one hundred children born in the United States 
has one or more heart abnormalities.’ This 
gives an idea of the magnitude of this problem. 

Slow, but steady progress has been made 
by doctors and associated scientists in this dif- 
ficult field, despite well-nigh insurmountable 
obstacles. In increasing numbers, heart sur- 
geons are repairing cardiac injuries caused by 
diseases such as rheumatic fever which may 
cripple and shorten many lives. It is estimated 
that eighty-five percent of one million patients 
who have rheumatic heart disease also have 
mitral lesions. There is even a hope that the 
damage done by coronary heart disease may 
be helped by prompt surgical intervention. 

The history of surgery of the heart can be 
roughly divided into three phases: era of mys- 
ticism, era of suture, and our present era of 
pump-oxygenator. 


Era of Mysticism 


From antiquity there have been many bar- 
riers which have hindered the development 
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The dramatic accomplishments in car- 
diac surgery in recent years have come 
so rapidly and have been so stupendous 
that it leaves one breathless. By 1948, 
only one cavity in the human body re- 
mained sacrosanct to the surgeon’s scal- 
pel,—the last anatomical frontier,—the 
interior of the heart. 


ANTHONY D. MIGLIORE, M.D. 
ANTHONY DAVID MIGLIORE, B.S. 
Arcadia, Florida 


of cardiac surgery. It was an ancient and recent 
belief that should one touch the heart with 
his finger, or even with a suturing needle, the 
heart would become paralyzed and the patient 
would surely die. Plato (427-347 B.C.) lo- 
cated the soul of man in his heart. Ovid 
(43 B.C.-18 A.D.) stated that wounds of the 
heart were fatal, and fatal they would remain. 
In Old Testament times, the heart was re- 
garded as the abode of the soul, the ruler of 
intelligence and emotion. When Solomon 
prayed for the greatest gift he could think of, 
he asked for “an understanding heart.” Isaiah 
complained “neither doth his heart think so.” 
Hippocrates (460-357 B.C.), the Father of 
Medicine, described accurately the chambers 
of the heart and large arteries and veins. But, 
erroneously, he believed that the arteries car- 
ried air, and only the veins carried blood. 
During the Middle Ages, cautery was the 
chief means for control of hemorrhage in am- 
putations. It was Ambroise Paré (1510-1590), 
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Father of French Surgery, who reintroduced 
ligatures for large blood vessels.* He believed 
that wounds of the heart would heal, but he 
also wrote on the untouchability of the heart. 
“The heart is the chief mansion of the soul . . . 
the first to live and the last to die.” In 1616, 
William Harvey demonstrated the circulation 
of the blood and focused again more impor- 
tance to the heart. 


Era of Suture 


As if to set the stage for the surge of heart 
suturing which was to follow one hundred 
years later, was the cardiac work of Jean 
Dominique Larrey, the famous French army 
surgeon. Larrey, during the Napoleonic Wars, 
was distressed by the long waits, until the 
battle moved on, before he was allowed to 
treat the wounded. In 1795, he was per- 
mitted to devise and develop field stations 
just behind the front lines, served by litter 
bearers and horsedrawn ambulances. Among 
his battle casualties, he attempted several heart 
sutures but none of them was successful. How- 
ever, he successfully treated a _ seriously 
wounded solider with cardiac tamponade from 
a hematoma of the pericardium by incising the 
pericardium, removing the clots and blood, and 
inserting a linen drain.* 

One of the earliest recorded operations on 
the heart occurred in 1810 when Larrey oper- 
ated in the thoracic cavity of an attempted 
suicide victim who had stabbed himself in the 
heart. The injured heart was discharging blood 
into the pericardium, thereby steadily increasing 
the tamponade upon itself. Larrey drained the 
pericardium of the blood reducing the pressure 
on the heart. However, he only succeeded in 
postponing death, since the cardiac wound 
itself remained open. 

In the year 1872, Callender, a London sur- 
geon, removed a needle which had lodged itself 
in a man’s heart. During a fight, a needle, stuck 
in the man’s coat pocket, was driven through 
his chest and into the heart muscle.* Callender 
cut into the fellow’s chest and removed the 
pulsating needle. To the surprise of all con- 
cerned, the patient made a remarkable re- 
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covery. This incident undoubtedly had quite 
an encouraging effect on those surgeons who 
were to attempt cardiac operations in the fu- 
ture, for it showed that the heart was not a 
delicate organ; and it brought into question the 
long established concept that the heart would 
become paralyzed if it were touched by any 
object. 

Dr. Rudolph Matas, of New Orleans, per- 
formed the first endoaneurysmorrhaphy in 
1888.° In April 1888, a twenty-six-year-old 
Negro patient came to Dr. Matas with a large 
painful traumatic aneurysm in the middle third 
of the left brachial artery. He had been 
wounded two months previously in his left arm 
by a blast of birdshot. Dr. Matas ligated the 
aneurysm first proximally, and later, distally; 
but the tumor and pain gradually recurred. On 
May 8, 1888, he opened the sac, cleared it 
of organized laminated clots, and noting the 
blood coming through the orifices, sealed all 
these openings by sutures. The patient re- 
covered without a recurrence. 

In commenting about this patient later, Dr. 
Matas stated that he instinctively adopted this 
obvious way of controlling hemostasis in order 
to get out of a difficult situation. 

Following this first patient, Dr. Matas’ clin- 
ical work on aneurysms became extensive be- 
cause of his interest, and also because of the 
large source of clinical material from the wards 
of Charity Hospital in New Orleans. For a 
number of years, he and his associates did con- 
siderable investigative work in animals on the 
problem of the therapy of occlusion of the 
larger vessels. 

However, the belief that the heart would 
stop beating if touched by an instrument or 
other object, persisted almost to recent times. 
Dr. Christian Albert Theodor Billroth, a lead- 
ing Viennese surgeon of the nineteenth cen- 
tury, remarked: “The surgeon who ever at- 
tempts to stitch up a wound in the heart may 
be certain that he will lose all his colleagues’ 
respect forever.” In 1896, the eminent British 
surgeon, Sir James Paget, said: “Surgery of 
the heart has probably reached the limits set 
by nature to all surgery; no new method, and 
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no new discovery can overcome the natural 
difficulties that attend a wound of the heart.” 
No doubt such dogmatic statements by eminen‘ 
men discouraged cardiac surgical investiga- 
tions for many years . 

The problem which still remained unan- 
swered was this: could a wound in a living 
human heart be sutured successfully? A few 
brave men were willing to stake their reputa- 
tions and skill to answer this question. These 
men were truly the pioneers of cardiac surgery. 
For a number of years, heart surgery again 
was practically at a standstill, except for a few 
experiments on animals. In 1895, S. Del 
Vecchio® reported from his experiments be- 
fore the International Medical Congress that 
wounds of the heart in dogs healed satisfac- 
torily when sutured. But still doubts persisted 
as to the possibility of this ever being per- 
formed on a human heart. 

By the late eighteen hundreds, the era of 
cardiac suture gradually evolved. When at last 
the time had come to attempt to suture a 
human heart, we find that many attempts were 
made almost simultaneously. The first was in 
1895 by Dr. A. Cappelen, of Kristiania, who 
sutured a stab wound in the heart, but for 
some reason the patient died. Another at- 
tempt followed, in 1896, by Dr. Farina, of 
Rome, but this too was unsuccessful.” 

The first successful suturing of a human 
heart recorded in history was performed by 
Dr. Louis Rehn, on September 9, 1896, in 
Frankfurt, Germany.* The story began on the 
night of September 7, 1896, when Wilhelm 
Justus was stabbed and brought into the 
Frankfurt City Hospital. He was near death 
and struggling for every breath. 

The head of the hospital staff, Dr. Louis 
Rehn, was out of town at the time of ad- 
mission and did not return until one and one- 
half days later. By some miracle, Justus was 
still alive. Rehn examined the dying man and 
courageously decided he must operate at once. 

The operation that followed made medical 
history and was a very important and interest- 
ing procedure for two other reasons; it ushered 
in heart surgery, and secondly, the incision 
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itself was practically the same as some sur- 
geons use today. Rehn made his incision five 
and one-half inches long in the left fourth 
intercostal space, and then he severed the fifth 
rib, folding it laterally. Through this wound 
Rehn inserted his finger into the thoracic cavity 
and palpated the pericardium. He then sec- 
tioned the pericardium releasing the accumu- 
lated blood which poured out over the patient’s 
chest. The lung had collapsed, in the meantime, 
when air entered the thorax. Rehn quickly 
found the heart wound and placed his finger 
over it. The bleeding stopped, but the heart 
kept beating under his hand. He then pro- 
ceeded to suture the wound during the few 
seconds of diastole, (the relaxation period that 
allows the ventricle to fill with blood). Even 
though Justus had been in very poor condition, 
miraculously, he recovered. 

The operation is recorded in medical his- 
tory as the first successful suturing of the 
heart. Rehn® appeared before the Sixty-Eighth 
Annual Meeting of German Scientists and 
Physicians and gave a report on this successful 
operation. His closing words were: “The pos- 
sibility of performing a cardiac suture certainly 
can no longer be doubted . . . I trust that this 
case will not remain a mere curiosity; but that 
it will stimulate further work in the field of 
cardiac surgery, transforming this new field 
into a life saving branch of our profession.” 

Many accounts of suturing of heart wounds 
followed Rehn’s original dramatic report.” A 
few of them are given here: S. Del Vecchio 
(1895) Naples; A. Parrozzani (1897) Rome; 
M. Belli (1899) Rome; Bufnoir (1899) Paris, 
a revolver bullet wound. Not all of these su- 
tures were successful. 

Dr. Matas was a pioneer in the use of in- 
tralary::geal intubation® and artificial respira- 
tion during anesthesia in thoracic surgery for 
evercoming surgical pneumothorax. He re- 
ported on this in an article in 1900. He early 
recognized the disastrous effects of acute sur- 
gical pneumothorax in chest operations. Dr. 
Matas stated that, until the serious danger of 
acute collapse of the lung was clearly elimi- 
nated, the analogy between the pleura and 
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peritoneum would never exist. He observed 
that man has more tolerance of pulmonary 
collapse than dogs and other lower animals. 

In America, the earliest successful suturing 
of the heart was performed by Dr. L. L. Hill, 
on September 14, 1902, in Montgomery, Ala- 
bama, in an anachronistic setting.*° The quiet 
Sunday evening, of September 14, 1902, was 
suddenly disturbed in the doctor’s house by 
an urgent request for Dr. Hill to attend a 
thirteen-year-old Negro boy named Henry My- 
rick who had been stabbed in the heart at 
five o’clock that afternoon. It was dark by the 
time Hill reached the Negro shanty in rural 
Montgomery where, in the dim light of an oil 
lamp, he saw a thin Negro boy in critical con- 
dition from a knife wound in the apical region. 
The boy’s neck veins were distended, he was 
almost pulseless, and his heart sounds were 
faint. 


It was a tense and courageous moment in 
the life of Dr. Hill when he decided to operate 
immediately. On evacuating the pericardial sac 
of accumulated blood and clots, he found that 
the knife blade had penetrated the apex of 


the heart and passed into the left ventrical. He 
closed the small wound with only one catgut 
suture. The pulse immediately improved, and 
was commented upon by Dr. L. D. Robinson 
who was administering the chloroform. It was 
long past midnight when the operation was 
completed. 

Between 1908-1910 Alexis Carrel did con- 
siderable experimental work on the surgery of 
artery homografts, and he was able to preserve 
such homografts for long periods of time by 
refrigeration."' Carrel saw the possibility of 
using chemical agents to stop the heart for 
extensive surgery. Carrel was awarded the 
Nobel Prize in medicine in 1912 for his research 
work on the surgery and grafting of vessels. 

These early pioneers often had a very dif- 
ficult time performing such an operation. Often 
the pericardium filled with blood, and when 
opened, the blood gushed out foaming over 
the patient’s chest while the heart leaped 
wildly in an effort to establish its normal 
action. If a coronary artery was opened, the 
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blood spurted out high enough to strike the 
surgeon in the face or across the room. The 
red deluge would completely hide the heart 
from view. 

Rudolph Matas, the Father of Vascular Sur- 
gery, Professor of Surgery at Tulane Uni- 
versity, writing with feeling from his own ex- 
perience, during the early nineteen hundreds, 
clearly described the situation: “The operator 
must thrust his fingers into the pericardial sac 
through the swirl of blood and endeavor to 
locate the wound . . . or he must grasp the 
heart with his whole hand and drag the bleed- 
ing, writhing organ . . . out . . . where, by 
gradually relaxing his grasp, the seat of the 
hemorrhage will certainly be identified and the 
suture readily applied.” 

The greatest contributions to vascular surgery 
were made by one man, Dr. Rudolph Matas,** 
Professor of Surgery at Tulane Medical School 
in New Orleans. He rightly has been called 
The Father of Vascular Surgery. The senior 
author remembers Dr. Matas as a distinguished 
and cultured surgeon who was an authoritative 
and interesting speaker. It was always a treat 
to listen to him discuss a surgical problem even 
though he may not have had time to prepare 
for it. He was equally well versed in matters 
pertaining to literature, art and music. Dr. 
William Mayo once stated that Dr. Matas was 
the world’s best educated physician. 

In April 1923, Dr. Matas performed the 
first recorded successful aortic ligation for ab- 
dominal aortic aneurysm on a patient who sur- 
vived and was well for more than one year 
but then died of pulmonary hemorrhage from 
a tuberculous cavitation.’ In one of his sub- 
sequent reports, he summarized the results of 
six hundred and twenty operations for aneu- 
rysms which he had performed. 

Mitral stenosis, being fairly common, has 
challenged surgeons for years; could this con- 
dition be treated by surgical means? A pioneer 
in this field was Dr. Elliott Cutler of Harvard. 
Between the years 1923 through 1928, he 
operated on seven patients, but the results were 
very discouraging.’ Six out of the seven died 
shortly after the operation. One patient lived 
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for four and one-half years. In 1929 E. Cutler 
and Claude S. Beck concluded that further ef- 
forts in this area be deferred until develop- 
ments in allied fields decreased the dangers. 

The first recorded attempt of surgical treat- 
ment of mitral stenosis occurred in England, 
in 1925, and was performed by Sir Henry 
Souttar.* Through an incision in the atrial ap- 
pendage, he explored the sclerosed mitral valve 
with his finger and dilated the aperture. There 
followed some adverse criticism by prominent 
cardiologists which, no doubt, deterred others 
from attempting further work in this area for 
several years. ‘ 

Coronary heart disease has, in the last fe 
years, received a growing amount of attention. 
At present it is rated as a number one killer. 
It is estimated that it takes the lives of two 
hundred thousand and cripples six hundred 
thousand persons every year in the United 
States. 

The idea of revascularizing the heart surface 
in coronary disease has been in the minds of 
many surgeons for a long time. One of the 
early operations of this nature was the talc 
operation first used by Dr. Samuel A. Thomp- 
son of New York Medical College. Today it 
is seldom used. 

Dr. Claude S. Beck at Western Reserve Uni- 
versity, in Cleveland, Ohio, began his experi- 
ments on coronary arteries in 1932, and 
worked out another modified approach.’ It 
aims to improve circulation by inducing inflam- 
mation and thus constructing tissue bridges 
with new blood vessels to supplement the di- 
minished blood supply of the heart. Beck’s 
Operation also retards the flow of blood so 
that more oxygen may be absorbed. Such 
operations do not pretend to cure coronary 
arteriosclerosis, nor do they replace heart 
muscle destroyed by infarction. They are said 
to relieve the pain in many patients. 

Cardiac surgery, however, was not ready to 
strike out for other unexplored frontiers for 
many years. The old die-hards of the profes- 
sion still cried out that to touch the heart with 
a knife would be criminal folly. 

Great advances in chest surgery during the 
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1930’s contributed directly and indirectly to 
the area of heart surgery. An unanswered 
problem and question to surgeons was this: 
could an individual live successfully with only 
one lung? This question was answered unex- 
pectedly by Dr. Evarts A. Graham, Professor of 
Surgery, Washington University, in St. Louis. 
On April 5, 1933, Dr. Graham removed the 
entire left lung, for the first time in medical 
history, on a physician patient for extensive 
cancer at Barnes Hospital, St. Louis, Missouri. 
Fhe physician patient returned to his work 
and is still alive at this writing. 

From the first successful suturing of the heart 
by Rehn, in 1896, half a century passed before 
further advances were made in this difficult 
field. The approach taken at this time was 
what one might refer to as “circling for a 
landing” method. Logically, the accomplish- 
ments which led to modern cardiac surgery 
were not on the heart itself but on the great 
vessels. 

The first successful ligation of a patent duc- 
tus arteriosus was performed by Dr. Robert 
E. Gross, in 1938, at the Children’s Hospital, 
Boston.’* Uncorrected, this condition may lead 
to an early death. Today this operation is 
part of the surgical repertory in many hospitals, 
and under favorable circumstances, the sur- 
gical mortality rate is about the same as for 
major abdominal surgery. 

The ten years following Dr. Gross’s open 
ductus operation led to such successes as the 
widely known “blue baby” operation. A “blue 
baby” is often the result of a set of heart 
defects called the Tetralogy of Fallot. This 
condition prevents the baby from receiving the 
proper amount of oxygen in the arterial system 
and gives him a distinguishing bluish com- 
plexion. 

Dr. Alfred Blalock*® and Dr. Helen B. 
Taussig, of Johns Hopkins, set out to find the 
corrections necessary to restore a normal life 
to those burdened at birth with these defects. 
Their brilliant contributions in 1944 led to 
the development of a corrective “blue baby” 
operation, which today gives new life to many 
who would otherwise be doomed to die at an 
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early age. Postoperatively, there is usually 
amelioration of cyanosis, polycythemia, and 
exercise tolerance. 

Willis J. Potts, of Children’s Memorial Hos- 
pital of Chicago and Northwestern Medical 
School, had done considerable surgery for 
Tetralogy of Fallot. One day he saw a movie 
in which an Indian fakir walked on numerous 
nails which gave him an idea. He conceived 
and developed a large artery clamp with a 
multitude of tiny points which hold but do 
not injure large vessels, such as the aorta.’® 
Today that clamp, in various sizes and shapes, 
is used in nearly every cardiac center in the 
world. 

In 1944, Clarence Crafoord, of Stockholm, 
performed the first operation of coarctation of 
the aorta in which he resected the strictured 
area and anastomosed the proximal and distal 
segments of the great vessel.’*7 One year later, 
R. E. Gross independently used a similar tech- 
nique on the first coarctation operation in 
America. 

During the Second World War, the stage 
was set for the great drama of rapid develop- 
ment of successful intracardiac surgery. Aggres- 
sive interest was developed during this conflict 
by surgeons all over the world who success- 
fully repaired cardiac wounds and removed 
foreign bodies from within the heart. Out- 
standing among the numerous articles published 
on cardiac wounds was that of D. E. Harken,’ 
published in 1946, reporting several cases of 
successful removal of bullets and other foreign 
bodies from within the heart of war casualties. 

Between 1945 and 1950, R. E. Gross, C. A. 
Hufnagel, Michael DeBakey and others did 
considerable experimental and clinical work 
on arterial grafts.’* ** About thirty-five years 
earlier, experimental arterial grafts had been 
successfully made by the late Dr. Alexis Car- 
rel and Dr. Charles C. Guthrie. Drs. Gross, 
Hufnagel et al. began where Carrel and Guthrie 
left off. 

The Harvard team, Drs. Gross and Huf- 
nagel, showed experimentally and clinically 
that homografts of arteries could be stored for 
many days in a nutrient solution at just above 
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the freezing point.'® With this knowledge, it 
was possible to establish artery banks, which 
could furnish a graft whenever the need arose. 
Dr. Hufnagel conceived the idea of using a 
plastic tube as an inner pipe line while an 
aorta graft was stitched into place. Now it 
was necessary to stop the circulation for only 
a very short period in order to remove the 
tube and suture the final stitches into place; 
the danger of brain tissue damage due to the 
stopping of the flow of blood was reduced 
tremendously. Today an especially woven plas- 
tic tube is often used as a permanent replace- 
ment for aortic aneurysm. 

Sir Russell C. Brock, surgeon at Guy’s 
Hospital and Brompton Hospital, London, has 
been both a pioneer and leader in heart sur- 
gery. He has probably contributed as much 
to the development of cardiac surgery as any 
one surgeon living today. Before open heart 
surgery became established he showed that 
useful palliation could be achieved in many 
patients with Tetralogy of Fallot by pulmonary 
valvulotomy and infundibular resection by a 
closed technic.?° 

Sometime prior to 1948, Brock devised a 
valvulotome which is passed backward through 
a purse-stringed opening in the right ventricle.”’ 
He was one of the first to point out that many 
patients with pulmonary constriction often also 
have stenosis of the infundibular region of the 
right ventricle. Brock attacked this problem 
with some success with his backward biting 
punch. He has preferred hypothermia for 
many of his pulmonary valvulotomies. 

Early in 1948, however, another attempt 
at mitral surgery was made by Dr. Horace G. 
Smithy, Jr., when he successfully reopened a 
patient’s stenosed mitral valve. Smithy, un- 
fortunately, died a few months later from rheu- 
matic heart disease. himself.” 

In June of 1948, Dr. Charles P. Bailey 
performed the first successful mitral commis- 
surotomy.® Bailey’s story is extremely inter- 
esting, and demonstrates the aggressive faith 
and amazing courage of the cardiac surgeon. 
Bailey’s success came on his fifth attempt. He 
had already been refused operating room time 
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from three of the five hospitals in which he 
had operating privileges, another failure would 
close all hospitals in Philadelphia to him. To 
guarantee himself one extra chance, Bailey re- 
sorted to a bold maneuver. He scheduled his 
fourth and fifth commissurotomies for the same 
day. In case the fourth should fail, he could 
get the fifth done before word reached the 
hospital office. 

The technique Bailey used was daring but 
simple. A small incision was made in the tip 
of the atrium, through which the surgeon in- 
serted his finger which was equipped with a 
small knife. The knife was then manipulated 
to open the valve. Bailey had not taken un- 
necessary precaution uselessly, for the fourth 
patient died, but the fifth operation was, to 
his own and his colleagues’ amazement, an 
astonishing success. Later, after he perfected 
the operation, Bailey** remarked with profes- 
sional pride: “Technically, this is the best 
accomplishment I have to my credit, because 
it’s so nearly perfect a procedure.” 

Brock performed one of the earliest recorded 
extensive aorta replacements on a woman 
patient in June 1952.*° A lady patient, age 
44, with Leriche’s syndrome, was seen by 
Brock at Guy’s Hospital, London. She could 
only walk about thirty yards without severe 
pain; and no pulsations were felt over arteries 
below the umbilical level. At operation in June 
1952, Brock removed the aorta from below the 
renal arteries to and including the bifurcation 
of the aorta,—all of which was found sclerosed 
and obliterated. The gap was replaced by a 
homograft, using a continuous everting mat- 
tress stitch for the anastomoses. The patient 
recovered. The clinical results were good. 

R. C. Brock has maintained that the prime 
objective in aortic coarctation is to correct the 
aortic obstruction and convert the hyperten- 
sion to normal blood pressure.** He has 
achieved this result by using a wide free lumen 
graft replacement for the section of the aorta 
removed. In 1951, Brock operated on two 
young adults with aortic coarctation using 
homografts with excellent results and with a 
correction of hypertension. 
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Aside from the problems of intra-cardiac 
defects, a most challenging task before surgeons 
has been the treatment of diseases and defects 
of the great vessels, such as aortic aneurysms, 
arteriosclerotic occlusions of large arteries, etc. 
In recent years, there have been great gains 
made in this field with the development and 
use of artery homografts, and, more recently, 
artificial arteries as replacement segments. 

Vascular surgery was given a tremendous 
support by the successful works of Dr. Michael 
E. DeBakey, Chairman of the Department of 
Surgery at Baylor University Medical School 
in Houston, Texas. He and his associates have 
helped to standardize and popularize the tech- 
nique and replacement of diseased aortae and 
other large vessels with synthetic grafts. 


Present Era of Pump-Oxygenator 


Open-heart surgery, the method which en- 
ables the surgeon to observe directly what he 
is doing, has brought many new probiems to 
the operating table. It is necessary, in the 
open-heart method, to make large incisions in 
the portion of the heart being repaired. Ordi- 
narily, if the heart stops beating for more than 
three minutes, serious brain damage may re- 
sult. Open-heart surgery would have been 
totally out of reach, if it had not been for 
the advances in related fields. Improved meth- 
ods of preparing patients, modern methods of 
blood transfusion, improved methods of detect- 
ing surgically correctible defects, and improved 
anesthesia techniques have made it possible to 
open the chest safely. In order to open the 
heart, the flow of blood either has to be 
stopped or run through a device which would 
take the place of the heart and lungs. 

Hypothermia, an artificial lowering of the 
body temperature, has been used in open-heart 
surgery. The body temperature is lowered be- 
tween ten and fifteen degrees. In this state, 
the circulation can be stopped safely for eight 
minutes, which allows the operator adequate 
time to make simple repairs inside the heart. 
However, this could not be the final solution, 
for many patients have defects which require 
longer periods of time for repair. Nevertheless, 
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hypothermia is an important and useful adjunct 
in certain types of cardiac surgery. Its history 
is of interest. 

It has been long recognized that the success- 
ful treatment of certain congenital heart mal- 
formations would require open-heart surgery. 
One hopeful approach was suggested in 1950 
by the work of W. G. Bigelow,’ of the Uni- 
versity of Toronto Medical School, who showed 
that circulation of the blood might be inter- 
rupted for a short time without damage to 
the central nervous system;—if the body tem- 
perature was lowered, thereby producing a less- 
ened oxygen demand by the brain, heart, and 
other tissues. 

Normally, arterial circulation to the brain 
can be shut off for three minutes without per- 
manent damage from anoxemia; but, if shut 
off for four minutes, irreversible changes to 
brain tissue may occur.*"*° Similarly heart 
muscle cells show irreversible changes in four 
minutes, spinal cord cells in ten minutes. 

However, by reducing the body temperature 
to 31.5°C (88.7°F), the circulation to the 
brain can be shut off as long as seven to eight 
minutes without serious damage. 

The first successful open-heart operation in 
the United States utilizing hypothermia, was 
performed by John Lewis in 1952 at the Uni- 
versity of Minnesota Medical School.?’ The 
patient was a five-year-old girl with a defect 
in the atrial septum. The body temperature 
was cooled to 82°F; during the operation, the 
flow of blood in the heart was cut off for a 
total of five and a half minutes and the defect 
was closed. 

By 1950, the outer wall of the heart was 
the last anatomic surgical frontier which con- 
fronted surgeons. The development and intro- 
duction into clinical use of a safe and effective 
heart-lung apparatus was imperative, if sur- 
geons were to operate within the heart for any 
extended period. A successful extracorporeal 
circulation for effective heart-lung bypass would 
permit direct vision during heart surgery and 
open up a new era, and new hope, for a host 
of unfortunates with cardiac defects. 

The greatest single contribution to open- 
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heart surgery was a pump-oxygenator devel- 
oped by John H. Gibbon of Jefferson Med- 
ical College in Philadelphia. For many years, 
several investigators had been working on the 
development of a mechanical substitute for 
heart and lungs. A pioneer in this field, Gib- 
bon accomplished the oxygenation of blood 
outside the body in an apparatus which oxy- 
genated the blood by filming it in an atmos- 
phere of oxygen. 

In 1953, Dr. Gibbon was the first to use a 
pump-oxygenator on a human patient when he 
successfully repaired a large atrial defect in 
an eighteen year old girl in the course of an 
open-heart operation.’ A wave of great inter- 
est in pump-oxygenators followed this opera- 
tion. 

Other surgeons, however, were discouraged 
in their first efforts to employ the heart-lung 
machine in open-heart surgery. Some reasoned 
that perhaps certain patients could not tolerate 
extracorporeal circulation. However, many 
others continued their confidence in the ulti- 
mate feasibility of the pump-oxygenator in 
heart surgery. The successful use of extra- 
corporeal circulation marks a milestone in the 
history of cardiac surgery. The pump-oxyge- 
nator was the key that opened the door to 
open-heart surgery. 

Dr. C. Walton Lillehei, Professor of Surgery 
at the University of Minnesota Medical School, 
Minneapolis, was discussing with his colleagues 
one day, the need for open-heart surgery for 
complete repair in certain types of congenital 
heart conditions. One of his associates cas- 
ually remarked, “if we could only connect the 
patient to a donor, like a fetus is to its mother.” 
Further studies in animals for controlled donor 
cross-circulation revealed that only a portion 
of the blood of a patient needs to be oxy- 
genated, and that with this relative “low flow,” 
a human being should also survive. 

In March 1954, Dr. Lillehei operated on the 
first patient with controlled donor cross-circu- 
lation, on a one-year-old child who had a ven- 
tricular septal defect, the donor being the 
child’s father.* ** 

The child survived the operation but died 
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of pneumonia eleven days later. Dr. Lillehei 
performed forty-two successful heart opera- 
tions, using controlled cross-circulation. 

In the meantime, the search for other im- 
proved methods of bypassing the heart and 
lungs was being intensified at the University 
of Minnesota, by Richard A. DeWall, Lillehei, 
and others. The result was their Helvix res- 
ervoir bubble oxygenator** which, after early 
1955, they used for all open heart operations. 
The exchange of gases is accomplished by 
oxygen bubbles rising with the blood in ver- 
tical tubes. 

A number of investigators since 1930, have 
been working on a mechanical substitute for 
the heart and lungs. The work of one of the 
earliest workers in this field, John H. Gibbon, 
of Jefferson Medical College, has already been 
described. His intricate and very expensive 
machine oxygenates the blood by filming it 
over stainless steel screens in an atmosphere 
of oxygen. 

V. O. Bjork, of Stockholm, developed an 
apparatus that picks up the blood by rotating 
disks from troughs in an atmosphere of oxy- 
gen. Many types of pump-oxygenators have 
been used in various heart centers throughout 
the world which indicates that the ideal oxy- 
genator is still to be developed or selected.”* 

The pump-oxygenator exemplifies scientific 
team work, the results of combined efforts of 
highly interested and dedicated persons in 
various fields of surgery, anesthesia, cardiology, 
physiology, pathology and engineering. The 
surgical correction of virtually all the more 
common forms of congenital cardiac malfor- 
mations is now possible with the pump-oxy- 
genator. 

Another important advancement has been 
the development of stopped heart surgery, by 
deliberately stopping the heart with an injec- 
tion of a solution of potassium citrate. Before 
this, working on the pulsating heart was much 
like working on the engine of a car with the 
motor running. With a dry, quiet, clearly 
visible field in which to work, a new era of 
heart surgery was opened. 
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By 1955, in England, a pharmacological 
method for cardiac arrest during cardiotomy 
was developed and introduced by D. B. Mel- 
rose.* 

By this method, using certain chemicals, 
the heart can be stopped for as long as one 
hour, giving a quiet heart and a dry field.*° 
Potassium citrate, two percent, or acetylcho- 
line solution is injected into the aorta proximal 
to an aortic clamp so that the solution enters 
the coronary circulation and stops the heart. 
When the operation is completed, the clamp is 
removed from the aorta, and the blood flow 
removes the potassium ion, and the heart starts 
to beat again. 

With the advent of open-heart surgery, due 
to advances already mentioned above, almost 
unbelievable repairs can now be made on the 
heart which require longer periods of time 
than just a few minutes. 

Cardiac surgery is such a new field that 
even the founding fathers, like Dr. Gross and 
Dr. Blalock, are only in their sixties. It is not 
unusual to find at a medical meeting that the 
speaker on the subject of heart surgery is a 
young man. 

The heart surgeons are men with strong 
aggressive beliefs in the rightness of their 
work. They have brilliant scientific imagina- 
tions, which is another way of saying, they 
have courage. 

Cardiac surgery today is team work. Some- 
times as many as a dozen men and women will 
be in the operating room. An operating team 
might consist of one or two surgeons, two or 
three surgical residents, two “sterile” nurses, 
one “circulating” nurse, one anesthesiologist 
and an assistant, and a resident doctor and 
technician to man the heart-lung machine. The 
surgery usually takes between two and one-half 
to four hours. 


The cardiac surgeon now has techniques for 
overcoming a large percentage of heart lesions 
such as many of the congenital defects, the 
commonest forms of rheumatic heart disease, 
and he offers some future hope in coronary 
heart disease. 
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Summary 


Heart surgery is such a relatively new field 
that one is astonished and amazed to learn 
that most of its progress has been accomplished 
in the last thirty years. Open-heart surgery 
today makes it possible for surgeons to make 
unhurried, tedious cardiac repairs, once thought 
impossible. 

From antiquity until almost recent times, the 
heart was believed to be the abode of the 
soul, of intelligence,—and untouchable. It was 
believed that the touch of an instrument or 
finger to the heart would mean immediate 
death. Such beliefs certainly hindered and de- 
layed heart surgery. 

Baron Larrey, Napoleon’s chief military 
surgeon, unsuccessfully attempted several car- 
diac sutures among battle casualties. He did 
drain successfully, circa 1798, a pericardial 
hematoma from a wounded soldier who had 
cardiac tamponade. 

The barrier of mysticism was broken when 
Callender of London, in 1872, removed a 
needle stuck in a man’s heart, and the patient 
lived. 

Dr. Rudolph Matas performed the first endo- 
aneurysmorrhaphy in April 1888, on a Negro 
patient who had a traumatic painful aneurysm 
of the left brachial artery. His work on aortic 
aneurysms later became world famous. 

Louis Rehn of Frankfurt, Germany, was the 
first to report the successful suturing, on Sep- 
tember 7, 1896, of a stab wound in the heart. 

Dr. R. Matas was using intralaryngeal intu- 
bation and artificial respiration in thoracic 
surgery anesthesia in 1900, many years before 
this procedure became more common. 

The first successful suturing of the heart in 
America, was performed by L. L. Hill, on 
September 14, 1902, in Montgomery, Alabama, 
on a thirteen-year-old Negro boy, when he 
closed a stab wound of the apex of the heart 
with one cat gut suture. 

In 1912 Alexis Carrel received the Nobel 
Prize in medicine for his research work on 
surgery and grafting of vessels. 

Dr. Rudolph Matas, Father of Vascular 
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Surgery, of Tulane University, performed, ir 
April 1923, the first recorded aortic ligation 
for abdominal aneurysm. 

Sir Henry Souttar, in England, did the first 
recorded finger dilatation for mitral stenosis in 
1925. 

Chest surgery was advanced in 1933 by Dr. 
Evarts A. Graham when he removed the en- 
tire lung of a patient suffering from cancer of 
the lung. 

The first successful ligation of a patent duc- 
tus arteriosus was performed by Dr. Robert 
E. Gross in 1938. 

Between 1945-1950, Drs. R. E. Gross, G. A. 
Hufnagel, M. DeBakey and others did consid- 
erable experimental and clinical work on artery 
grafts, using homografts and artificial grafts. 

In 1944, Drs. Alfred Blalock and Helen 
Taussig began their monumental work on the 
surgical treatment of patients who had con- 
genital pulmonary stenosis, i.e., “blue babies.” 

Sir Russell C. Brock, surgeon at Guy’s 
Hospital, London, treated Tetralogy of Fallot 
by pulmonary valvulotomy and infundibular 
resection with his special valvulotome. 

In 1944, Clarence Crafoord, of Stockholm, 
did the first known operation for coarctation 
of the aorta by resection and anastomosis. 

During the Second World War, D. E. Har- 
ken reported in 1946, successful removal of 
bullets and other foreign bodies from within 
the heart of several war casualties. 

In June 1948, Dr. Charles P. Bailey per- 
formed the first mitral commissurotomy, a 
milestone in cardiac surgery history. 

Hypothermia, an artificial lowering of the 
body temperature, has been used for open- 
heart surgery, enabling the surgeon to make 
simple heart repairs safely up to eight minutes. 

By 1950 the outer wall of the heart was the 
last anatomic frontier. 

Sir Russell C. Brock, of Guy’s Hospital, 
London, in June 1952, performed one of the 
earliest extensive aorta replacements with a 
homograft on an adult patient afflicted with 
Leriche’s syndrome. 

In 1953, Dr. John H. Gibbon, of Jefferson 
Medical College in Philadelphia, did the first 


MEDICAL TIMES 


4 
: 
I 
| 
if 
} 
te 
f 
( 


open-heart operation using his pump-oxyge- 
nator. 


In March 1954, Dr. C. Walton Lillehei of 
the University of Minnesota, operated on the 
first patient with controlled donor cross-circu- 
lation. By early 1955, he and his associates 
switched exclusively to using their Helvix res- 
ervoir bubble oxygenator. 


Cardiac surgery today is essentially concen- 
trated team work. 

The heart is not an untouchable delicate 
organ, but a robust muscular organ which 
pumps seventy-five gallons of blood per hour. 

The future of heart surgery is unlimited. 
Perhaps, one day soon, an entire heart may 
be grafted. 
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realms of behavior and intro- 

spection as described by the psychiatrist have 
seldom been able to be correlated with neuro- 
physiologic, biochemical, or pharmacologic ob- 
servations. This gap has resulted in dichotomy 
and confusion for physicians and other involved 
investigators. Recent observations from a num- 
_ber of different sources have laid some foun- 
dations on which a bridge over this gap may 
be built in the future. Further studies of the 
neuron synaptic transmission and its normal 
mediation, as well as the effect of various new 
chemical agents on these processes, has per- 
mitted the assessment of biochemical methods 
for inducing the behavioral and introspective 
changes with which the psychiatrist is so 
familiar. 

Conduction by the neuron is achieved by 
progressive electrochemical depolarization with 
release of a chemical mediator to bridge the 
gap to the next neuron. If this mediator were 
not rapidly inactivated, excessive and patho- 
logic activity would occur. With acetylcholine 
as a mediator, cholinesterase provides an effec- 
tive neutralizer. In the central, as well as the 
peripheral, nervous system, the autonomic sys- 
tem appears to be of major importance. The 

subcortical areas of the brain may be grossly 
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divided into adrenergic and cholinergic areas, 
which appear to be mutually antagonistic. Im- 
pulses transmitted from the cholinergic area 
may be blocked, or modified by adrenergic im- 
pulses. The type, location and magnitude of 
these autonomic impulses may also be altered 
by certain hormones known as neurohumors. 
The neurohumors which have currently been 
identified, serotonin, norepinephrine, and epi- 
nephrine, are shown in Figure 1. They oc- 
cur in highest concentration in the thalamus 
and brain stem, which region has been shown 
to be either the principal location of, or the 
clearing house for, emotionality. This locali- 
zation may account for emotional disturbances, 
if normal neurohumoral balances are disturbed. 
Developments in the field of psychopharmacol- 
ogy may be directed toward altering this 
balance.* 1° 
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The neurohumors may produce psychotic 
behavior when injected intercerebrally and 
therefore possess psychotomimetic activity. 
Serotonin is oxidized to 5-hydroxyindoleacetic 
acid (SHIAA) which shows no demonstrable 
psychotropic effects (Figure 1). On the other 
hand, it has long been known that the admini- 
stration of epinephrine to schizophrenic patients 
will aggravate their symptoms. Even the metab- 
olic products of epinephrine oxidation to 
adrenochrome and then reduction to adreno- 
lutin, show psychotomimetic activity. The auto- 
oxidation of epinephrine to adrenochrome is 
accelerated in vitro, by presence of a copper 
containing enzyme called ceruloplasmin, nor- 
mally present in plasma. Although elevated 
levels of ceruloplasmin have been found in 
schizophrenic patients, they are also found in 
a wide variety of clinical conditions such as 
infections, neoplasma, and pregnancy.* 

The catalytic effect of ceruloplasmin on 
epinephrine is inversely proportional to the 
plasma ascorbic acid level. Ascorbic acid ap- 
parently acts as a reducing substance as was 
demonstrated by Akerfeldt in 1957, using a 
blood test to evaluate mental disease. When 
N-N-dimethyl-p-phenylenediamine (DPP) is 
added to serum, a red color develops during 
the next six minutes.? Three variables control 
this color formation: 1. the physically dis- 
solved oxygen which supports the reaction; 
2. the ascorbic acid, (95% of which must 
be oxidized before the reaction can proceed); 
and 3. the level of ceruloplasmin activity. An 
interesting sidelight is that during the isolation 
of ceruloplasmin, a heavy weight globulin, 
Heath discovered another material, taraxein, 
which when injected rapidly into human volun- 
teers induced symptoms of schizophrenia.'* 
Taraxein, also a heavy weight globulin, main- 
tained its psychotomimetic activity even when 
obtained from schizophrenic patients on large 
doses of 

Theoretically, one may modify internuncial 
transmission by affecting the 1. transmitting 
axon; 2. synaptic neurohumoral releases; 3. 


* (See References 7, 9, 10, 15, 16, 24-26, 33.) 
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synaptic neurohumoral destruction of neutral- 
ization or 4. dendritic receptor-sites. The 
chemical similarity of the drugs which affect 
behavior commonly suggests one of these 
modes of action. 

A provocative historical event occurred, in 
1943, when Albert Hoffman, while working 
with a derivative of lysergic acid, an ergot 
alkaloid, experienced the symptoms of vertigo 
and loss of mental alacrity. He then took 0.25 
mg. of d-lysergic acid diethylamide tartrate and 
experienced the same as well as hallucinations 
and a feeling of depersonalization. Controlled 
study of this material, now called LSD-25 
(Figure 2), induced in normal subjects symp- 


toms of mental aberration ranging from hy- 
permania to paranoia. Bulbocapnine when in- 
jected intramuscularly induced a catatonic-like 
reaction. These observations opened the first 
physiochemical windows into mental illnesses.*: 
11, 14, 18, 27 

More detailed studies of LSD-25 suggest 
that it acts by blocking cortical inhibitory im- 
pulses, principally the sympathetic intracortical 
circuits. The hallucinogenic effect of LSD-25 
appears to be the result of interference in the 
metabolism of adrenalin in the brain, and 
sensitization of the reticular formation. How- 
ever, when the test subjects are placed in an 
environment free of external stimuli, visual 
hallucinations are minimal or absent. Serotonin 
will inhibit the symptoms induced by LSD-25. 
LSD-25, a complex molecule, and serotonin 
both contain an indole nucleus, a common find- 
ing among neurohumors, their metabolic pro- 
ducts, and the psychotomimetics drugs.?® °° 

Although serotonin and the psychotomimetic 
drug, LSD-25, are mutually antagonistic, it 
should not be concluded therefore that. the 
psychotomimetic activity of LSD derives from 
its antagonism to serotonin. Marrazzi and 
Hart, in 1955, studying the synaptic transmis- 
sion in cat brain, using mescaline, LSD-25, 
adrenalin and serotonin, concluded that think- 
ing disturbances may be the result of cho- 
linergic transmission and adrenergic inhibition 
in SUSCEPTIBLE cerebral synapses.**: 2° 

Other drugs, such as mescaline (derived 
from peyote) and bufotenin displayed effects. 
Two, bromo-d-lysergic acid diethylamide (re- 
ferred to as BOL-148), an analog of LSD-25, 
is equally potent as a serotonin antagonist but 
displays no psychotomimetic activity. Further- 
more, the benzyl analog of serotonin 
(shortened to BAS), which is an antimetabo- 
lite of serotonin, not only has no psycho- 
tomimetic activity but possesses ataractic prop- 
erties.’? 2° 2% 82 (See Figure 2.) 

The neuropharmacologic spectrum of many 
drugs, such as the belladonna alkaloids and 
ataractic agents, like rauwolfia, has been known 
for many years, but only in the past ten to 
fifteen years has psychopharmacology de- 
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veloped into a specialized field of its own. The 
varied facets of psychopharmacology are more 
fully comprehended, if the preceding material 
is kept in mind. The compilation of material 
on these various drugs by groups which follow, 
should be considered with the understanding 
that specific drugs within this group vary appre- 
ciably from one another in their effects. 

The rauwolfia alkaloids, which were the 
first ataractic agents available in this country, 
have been used extensively as the whole root 
in India for hundreds of years. The alkaloids 
most commonly used currently are reserpine, 
rescinamine and deserpidine. The actions of 
reserpine, will be discussed specifically. Re- 
serpine appears to act upon the neuron so 
that it can no longer maintain a high level of 
intracellular bound serotonin against the low 
extracellular concentration. The cell binding 
sites of serotonin appear to be modified or 
occupied by the reserpine molecule. This, in 
turn, results temporarily in an increased con- 
centration of free serotonin and increased 
breakdown by monamine oxidase to 5-hydroxy- 
indoleacetic acid, an inactive product. This is 
supported by the facts that reserpine measur- 
ably increases levels of serotonin in the mid 
brain and that when reserpine-treated patients 
are given monamine oxidase inhibitors, they 
become excited and agitated. The principal 
side effects of the rauwolfia alkaloids are those 
of cholinergic hyperactivity.*: ** 

The phenothiazine derivatives appeared next 
and are widely used; the most commonly known 
of which had one about which most has been 
published being chlorpromazine. Chlorpro- 
mazine calms the disturbed and agitated pa- 
tients and ameliorates hallucinations. In 1955, 
Grenell performed studies which suggested 
that chlorpromazine acts by inhibiting the 
utilization of adenosine triphosphate in the mid 
brain. In 1958, Brodie demonstrated that 
chlorpromazine would inhibit the stimulatory 
effects of norepinephrine of the brain.* Ter- 
zian, in 1952, demonstrated that chlorproma- 
zine would depress the reticular formation 
particularly the sensory and autonomic areas. 
It, therefore, was concluded that chlorproma- 
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zine had adrenergic blocking action. Although 
chlorpromazine has no indole nucleus, it 
appears to play some unknown role in sero- 
tonin antagonism. When given in doses in 
excess of 400 mgms. daily for extended per- 
iods, chlorpromazine produces neurotoxic re- 
actions resembling paralysis agitans in a high 
percentage of patients. An interesting side- 
light in its use is that it has been found helpful 
in controlling the symptoms of patients with 
acute intermittent porphyria; although, it will 
do nothing to aid any established paralysis in 
this condition. Certain patients treated with 
chlorpromazine may manifest the drug idio- 
syncrasy of cholangiolar stasis and disturbance 
of hepatic function.®: * 2% 54 

The alkyldiols, as a group, of which mepro- 
bamate was the first became available as a 
tranquilizer for clinical use appeared in the 
early 50’s. Hendley, in 1954, found that 
meprobamate decreases the frequency and 
increases the voltage of electrical activity of 
the cat’s brain. These effects were noted prin- 
cipally in the diencephalon and the forebrain 
nuclei (the amygdala, caudate, and pallidum). 
Its effect is thought to be mediated through 
the selective blocking of intraneural circuits 
below the reticular formation. Its activity is 
also well established in decreasing muscle spas- 
ticity whether of central or peripheral origin. 

Little is known of the precise biochemical 
action of the following groups, such as di- 
phenylmethanes, an example of which is hy- 
droxyzine (Atarax® and Vistaril®). It is a 
mild antidepressant and depersonalizer and is 
not active in psychotic individuals. Its action 
is somewhat similar to the phenothiazines. 
There are a myriad of clinical effects noted 
from this group, such as coronary vasodilata- 
tion, anti-cardiac arrhythmia, histamine antag- 
onism and spasmylysis. Ureide derivatives such 
as ectyluria (Nostyn®) have no analgesic or 
anticonvulsive activity. 

Metabolic antagonists in neurohumoral 
functions are also being explored. The benzyl 
analog of serotonin, a serotonin antimetabolite, 
has clinical effects which are similar to those 
of reserpine, except that it causes less symp- 
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toms of cholinergic hyperactivity, and does 
not cause extrapyramidal depression, i.¢. 

An even newer field of psychopharmacology 
is mood elevators. The most obvious neuro- 
humors known at this time are serotonin (5- 
hydroxytryptamine), epinephrine, and nore- 
pinephrine, all of which are monamines. Their 
highest concentration is in the hypothalamus 
and brain stem. Serotonin is metabolized to 
5-hydroxyindoleacetic acid by monamine oxi- 
dase. The metabolic products of adrenalin and 
norepinephrine are adrenochrome and adreno- 
lutin; adrenochrome has been shown to have 
ataractic activity. Adrenalin, noradrenalin and 
serotonin are all barbiturate and narcotic po- 
tentiators.”: 12, 15, 26, 33 

Most tranquilizers manifest their effect by 
depleting the body of these neurohumors, or 
interferring with their pharmacologic action, 
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as a side effect they frequently yield marked 
depression and extrapyramidal symptoms. 
Thus, pharmacologic agents which would main- 
tain, or raise, the brain monamine level would 
have the therapeutic effect of emotional stimu- 
lation (hypothalamus and brain stem play an 
important role in emotionality). This was 
found to be true in the case of iproniazid, a 
derivative of isonicotinic hydrazid, an agent 
principally used for antitubercular therapy. 
Iproniazid was found to be a potent monamine 
oxidase inhibitor. The main group of mona- 
mine oxidase inhibitors are hydrazine deriva- 
tives. 

The toxic side effects of the monamine oxi- 
dase inhibitors are principally concerned with 
liver damage. Since monamine oxidase (MOA) 
is quite prominent and important in liver 
function, adequate depression of MAO in the 
brain may also result in toxic liver depression. 
Three side effects have been found to be clin- 
ically useful and have resulted in the use of 
the hydrazine derivatives in other medical 
fields. These effects are amelioration of angi- 
nal and arthritic pain, and hypotensive activity. 


Their activity in these fields appears to be 
due to a peripheral effect on norepinephrine. 
In the control of the anginal and arthritic pain, 
it is important to realize that relief is purely 
subjective and that the underlying pathology is 
not being treated.’ ** 17 25. 51 (See Figure 3.) 

Imipramine, a phenothiazine analog (diben- 
zazepine) has also been found to be effective 
as a mood stimulator. Imipramine appears to 
be a drug which enhances some physical effects 
of norepinephrine; it is thought that its anti- 
depressant activity may be due to sensitization 
of norepinephrine receptors. It does not act 
to cause agitated excitement in reserpinized 
animals as do the monamine oxidase inhibi- 
tors. 

The undesirable side effects are anticho- 
linergic.® 

The studies which revealed that acetylcho- 
line administration results in reticular activa- 
tion opened another area for exploration. 
Deanol, a tertiary amine precursor of acetyl- 
choline, has clinical effects of mild central 
stimulation with subsequent development of 
moderate antipsychotic effects.*: *? 


Summary 


It appears that a vast new field of psycho- 
pharmacology is opening up before us. A 
greater understanding of the current research 
studies is augmented by a review of the his- 


tory, the existing knowledge of cerebral phar- 
macologic functions, and the pharmacologic 
data on therapeutic agents currently in use. 
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MEDICAL CONFERENCE 


HYPOTHYROIDISM 


Case: M. S. (Female) Age 54, Ward C-32 
_ Presented by: Dr. W. Clarkson 
Discussed by: Dr. J. Halpern 


D. PERRIN H. LONG (CHAIR- 
MAN): We shall begin the Medical Conference 
this morning with a presentation of a patient 
who is a 54-year-old female, from Ward C-32, 
who has hypothyroidism. Dr. W. Clarkson will 
make the presentation of the case-record. 

Dr. CLARKSON: The patient is a 54-year- 
old, white, housewife, who first came to Kings 
County Hospital two and one-half months ago, 
with the complaints of crushing precordial pain 
followed by syncope. The patient’s somewhat 
involved history will be presented chronologi- 
cally. 

The patient was a premature child. Her 
menarche and menses were normal. She has 
had a normal growth and development. At 
the age of eighteen she married. Two months 
later, she developed a continuous vaginal spot- 
ting and approximately eight months later de- 
livered a premature child. At age nineteen the 
patient had a “Rheumatic Fever Syndrome” 
characterized by diffuse pains, mainly in the 
muscles, and associated with swelling of her 
entire body. This lasted for approximately nine 
months at which time tonsillectomy and ade- 
noidectomy were performed. Patient was 
started on digitalis, salicylates, strychnine, and 
pituitary extract. The patient, at age twenty, 
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had an uneventful pregnancy except that she 
had a weight gain from one hundred twenty- 
seven to two hundred pounds. Following this 
delivery the patient had a complete evaluation 
of her status. She was told she had a basal 
of minus 24. She was started on therapy with 
thyroid extract which she continued for many 
years. 

At twenty-four she again had an uneventful 
pregnancy, and did well until age thirty-three 
when she developed metromenorrhagia. A 
dilatation and curettage was performed. Patient 
was told after this that her condition might 
have become cancerous but “it was caught in 
time.” The patient did well until thirty-five 
when still on therapy with thyroid extract she 
began to suffer severe weight loss without any 
associated changes in appetite. She lost on the 
average of five to six pounds a week, falling 
in weight from about one hundred, seventy 
pounds to about one hundred, twenty pounds. 
At this time she was started on therapy con- 
sisting of vitamin and hormone injections; over 
a period of about two months, she developed 
a sense of well being, gained in weight to one 
hundred, forty pounds which she has remained 
at or in excess since. 

At age thirty-six, the patient stopped having 
menses. At age forty she had “strep throat” 
which was associated with abscesses in her 
gums which had to be incised and all of her 
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teeth were extracted. At age forty-six, because 
of low abdominal distress and vaginal spotting 
the patient had a hysterectomy, bilateral sal- 
pingo-oophorectomy. The hospital record re- 
ports the pathological diagnosis of leiomyoma 
uteri and adenomyosis of the uterus. The 
patient then did well until about the age of 
forty-nine when she again noted abdominal 
swelling and upper abdominal pain. This was 
not related to eating. A laparotomy was per- 
formed and a mesenteric node was biopsied. 
The pathological diagnosis was reported as 
lymphosarcoma. Patient was subjected to radi- 
ation therapy to the abdomen for a period of 
six weeks. Because. of the persistence of pain, 
she went to the Institute of Applied Biology 
(an institution existing only in Brooklyn) and 
there with a therapy of unknown medication 
became symptom-free. She has been followed 
by them for this condition since then. 

At age fifty-two, the patient had an episode 
of acute dyspnea followed by coma or syn- 
cope. She was admitted to Unity Hospital but 
upon recovery signed out. She was considered 
to have had a heart attack at that time and 
was digitalized by a private physician. The 
patient did well until age fifty-three, about 
two and one-half months ago, when she de- 
veloped acute distress with respiration, had a 
sensation as if an ache was squeezing her chest, 
and lost consciousness. She was brought to 
the hospital, but on arrival here she was con- 
scious and had no distress. 

Over the past one to two years, the patient 
has noticed a change in her skin, a coarsening 
of her hair, and has had a deepening of her 
voice which she attributed to smoking ciga- 
rettes. This has persisted, however, after stop- 
ping smoking. 

The patient’s family history is as follows: 
The mother died in her sixties after a stroke. 
The father died in his sixties due to intestinal 
obstruction caused by a growth. She has had 
three children, two are moderately to very 
obese, one has a tendency toward diabetes, 
but receives no therapy. 

Physical Examination: Patient is a _ well 
developed, slightly obese, white female, in no 
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acute distress. She has a sallow, lethargic 
appearance. Blood pressure 110/70, pulse 60, 
and regular. Her hair is coarse. There is no 
alopecia. Neck has no masses. The thyroid 
is not enlarged. Lungs were clear. Heart—the 
borders of cardiac dullness could not be per- 
cussed. There was regular sinus rhythm and 
a bradycardia. Sounds were distinct. P2 was 
greater than A2. There was a Grade II sys- 
tolic murmur along the left sternal border. The 
abdomen was soft, non tender, and no masses 
or organs were palpable. There was no signifi- 
cant adenopathy. Neurological was essentially 
normal with hypoactive reflexes. 

The Laboratory Data: Her hemoglobin 
ranged about 13 to 14. White blood counts 
ranged from 5000 to 6000, with essentially 
normal differentials. The urine is essentially 
negative except for findings of a few white 
blood cells on microscopic examination. BUN, 
sugar, normal. The electrolytes were essen- 
tially within normal range, possibly a slight 
elevation of the sodium. Total protein has 
always been normal except on one occasion 
when there was a slight reversal of the A/G 
ratio. BSP was 6 percent after forty-five min- 
utes. Alkaline phosphatase has been repeatedly 
at about 11.5. Thymol turbidity was three 
units. 

Patient initially had a radio-iodine uptake 
by the thyroid in twenty-four hours of three 
percent. This was repeated and was two per- 
cent. Then the patient was given thirty units 
of thyroid simulating hormone in divided doses 
over a seventy-two hour period and repeat 
radio-iodine test was 6.7 percent. Urinary 
pituitary gonadotropins, in mouse units for 
twenty-four hours were positive from 62 to 
52 dilutions, critically positive at 104, negative 
at 208 and 416. The cholesterol initially was 
740, repeated has fallen down to about 500 
and recently has risen again to 740. The 
patient did receive a short course of therapy 
after the first radio-iodine uptake test. At this 
time subjectively the patient has felt somewhat 
stronger, has had less complaints of paresthesia 
and brittleness in her legs, and x-rays taken 
before and after iodine therapy were said to 
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show a change decrease in the cardiac silhou- 
ette. The patient’s serum is not lipopemic. The 
EKG will be demonstrated. (It was not be- 
cause the projector broke down.) 

Dr. Lonc: Thank you, very much, Dr. 
Clarkson. That was a very nice presentation. 
For the record, and those of you who may not 
have understood one thing which he said, this 
patient was treated in a non-medical facility 
that is operated for the treatment of cancer in 
Brooklyn. May we have the x-ray film please? 

Dr. DERow: The chest film which was taken 
a short time after the admission of the patient, 
shows enlargement of the cardiac silhouette in 
its transverse diameter and a general triangular 
shape to the cardiac shadow. This points 
to the possibility of a pericardial effusion. 
Fluoroscopic examination of the patient showed 
a decrease in the cardiac pulsations. 

The current film of the patient shows a little 
more rounding of the contour. The transverse 
diameter is still enlarged. However, there is a 
decrease in the size of the transverse diameter 
of the cardiac silhouette since the patient’s 
previous examination. This one was taken 
approximately after a period of two months. 
We find that there is a diminution in the size 
of the cardiac silhouette and there is some 
rounding of the contour to suggest that if there 
were a pericardial effusion present, there is a 
decrease or absence of it ct the present time. 

Dr. Lonc: Thank you, very much, Dr. 
Derow. Dr. Halpern, will you continue, please. 

Dr. JAcoB HALPERN: It is very difficult to 
discuss this patient in any organized fashion 
because of the time allotted and the numerous 
interesting things that beset this case. There 
are a few points that I think should be stressed 
here. One, here is a woman who has had known 
hypothyroidism for some twenty-three years 
and, with thyroid medication, has had several 
fertile periods during which she has had normal 
pregnancies. She also has frequently associated 
phenomena of hypothyroidism in female, a 
metromenorrhagia. The usual thought on the 
subject is that these folk have a relatively high 
TSH as a result of the failure of the feed back 
mechanism due to the absence of thyroxin 
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secretion, and with the elevated TSH there 
apparently is some mechanism that triggers 
FSH, and these people, some of whom have 
been studied, show the polycystic ovaries which 
go with FSH elevation. The adenomyosis, of 
course, is an extended state of this condition. 
That is relatively unimportant in the thing 
which we want to stress. We mentioned it 
because it was the first thing we were impressed 
with in connection with her earlier history. 
More impressive to me, are the indices of other 
endocrine functions that have been evaluated 
here. One is the evaluation of the adrenal 
secretion, crude but interesting, are the 
17-ketosteriods which are low in this condition, 
if myxedema has existed for a long time. 
Incidentally, this is an idiopathic hypothyroid- 
ism rather than a pituitary type of hypothyroid- 
ism. If the myxedema has persisted for a 
significant length of time it is very difficult to 
get on a twenty-four hour stimulation test any 
elevation of the adrenal secretions with ACTH. 
You noticed here with forty-eight hours 
stimulation we get a very significant and 
interesting elevation of the urinary 17-keto- 
steriods. 

In line with the same thinking, when the 
pituitary has lain dormant for a long time, and 
one is testing for the possibility of pituitary 
hypothyroidism, the one dose test which is 
used in some centers extensively consisting of 
one injection of 3 and a fraction USP units 
of thyrotropin, will fail frequently in this group 
to give an elevated or accelerated Iodine-'*' 
uptake. Now we gave this woman the acid test 
three days of 3.3 units, every eight hours, of 
30 units total, of TSH, without any appreciable 
or significant elevation in her ability to 
concentrate Iodine-'*' in the thyroid, so that I 
think that we can say that by the indices which 
we have here, as you recall, a slightly elevated 
FSH, well, it is par for the course for her age. 
With a normal FSH for her age and evidence of 
adrenotrophic stimulation, we are probably 
dealing here with disease primary in the 
thyroid gland, rather than in the pituitary gland. 
There are several other interesting features 
here that were touched on briefly because of 
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time. One is the very elevated cholesterol. The 
BMR was minus-19. The relationship here 
between the cholesterol and the BMR are 
somewhat disproportionate. 

I would close in discussing this case by saying 
our present therapy is gradually increasing 
amounts of the dried extract of thyroid starting 
with % of a grain. We shall raise that as 
tolerated to a point where we can get maximal 
depression of the cholesterols without undue 
elevation of the basal metabolism beyond, I 
would say, minus ten, and when we reach that 
point, we shall try some of the newer analogues 
which have less effect on the basal or oxidative 
processes and more effect on the lipid consti- 
tuents of the blood notably the lipo-proteins 
and the cholesterol. 

Dr. LonG: Thank you, Dr. Halpern. You 
spoke of new analogues but of what? 

Dr. HALPERN: Of thyroxin. 

Dr. Lonc: Of thyroxin. Now there is one 
question I would like to ask before we open 
this to discussion, because maybe I missed it 
when the history was being presented. Dr. 
Clarkson, she started on thyroid extract many 
years ago. Has she been having it and not 
having it. Has this been a very irregular thing? 

Dr. CLARKSON: That was taken regularly 
from early twenties to age 35. 

Dr. Lonc: About the time she had her 
menopause she stopped taking the thyroxin. 

Dr. CLARKSON: There was extreme weight 
loss. 

Dr. LonG: Yes, I remember now. Since that 
time she has not had any thyroid and is it 
twenty years then since she developed the 
coarseness of her skin and the hoarseness of 
her voice? 

Dr. CLARKSON: She has noticed these 
changes in the past two years, one to two years. 
As I said, she attributed the change in voice 
to smoking. She stopped smoking but the 
change persisted. 

Dr. LonG: Thank you Dr. Clarkson. Now, 
are there any questions or comments relative 
to this patient? 

I would like to ask a question, Dr. Halpern. 
How long do you think it will take to bring 
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this patient’s cholestrol levels to desirable ones. 
I'll put it that way. 

Dr. HALPERN: From our past experience it 
will take, in this type of patient, certainly not 
less than six weeks to bring them down about 
fifteen percent. The maximum we can expect 
without elevating the basal or causing angina 
would be about twenty-five percent less and 
would still leave her with an appreciable 
cholesterol level. Now that should take not less 
than six weeks. We don’t want to push the drug 
to a point of symptoms and make this as much 
as three months to achieve. 

Dr. Lon: Now, let me get clear on this. You 
say fifteen percent. Fifteen percent of 740 is 
roughly, we will say, about 100. Then she will 
have a level of 650. 

Dr. HALPERN: That is about it. If you are 
going to be conservative you will find that you 
can’t do much better than that without 
producing serious symptoms. 

Dr. LonG: Do I understand then from the 
point of view of the symptoms, which bothered 
her when she came in, which seemed to be 
symptoms due to cardiac disturbances, that 
there is no hope. If she is going to maintain 
this 650 Mgms. percent level of cholesterol, in 
other words, we are curing her of her thyroid- 
ism but she is still going to be in danger from 
atherosclerosis and there is nothing that can 
be done about that, in your opinion. 

Dr. HALPERN: Certainly if we stick to 
thyroid or thyroxin in the treatment of this 
woman we probably won’t be able to lower her 
cholesterol more than twenty-five percent. Then 
it will still be in the neighborhood of 500 Mgms. 
percent and I don’t think we are going to get 
it much lower than that unless we use one of 
the newer analogues that have no effect on the 
basal or relatively little effect on the basal as a 
supplement to the regular compound which we 
use. 

Dr. LonG: Doctor Gubner, what do you 
think? Do you have any ideas because she is 
going to die either of a coronary occlusion or 
something like that before too long has passed. 

Dr. GuBNER: I think the woman is in a very 
bad way with respect to her cardiovascular 
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disease. She has an extremely high cholesterol 
level with resulting myxedema and she has had 
a bilateral oophorectomy and I think this 
combination has resulted in overt coronary 
disease at her age. I would like to ask Dr. 
Halpern about his opinion of the use of 
estrogens in order to change the total protein 
approximations so that there will be less of her 
acid in her cholesterol in her Beta-lipo fraction 
where there is most definitely high protein; 
also, if he has ever seen coronary disease where 
to have to consider the advisability of an anti- 
coagulation and with respect to the high 
cholesterol level of or with myxedema? 

Dr. HALPERN: I think that estrogens would 


have relatively comparable effects on the Beta- 
lipo-protein fraction and on the cholesterol in 
that fraction. However, if it is true that this girl 
did have lymphosarcoma and if it is true that 
estrogen may have an effect on the growth, and 
I think Dr. Carter was at the symposium in 
which Marion and others showed that you 
could measure very slight increases over longer 
time, that if they were predisposing, it would 
make me lean away from estrogens in a 
neoplastic situation such as we may have here. 

Dr. Lonc: I’m very sorry, Dr. Kelly, there 
is another patient scheduled for this week. It is 
25 minutes of now. I am going to stop the 
discussion of this woman. 


CLINI-CLIPPING 
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Third Ventricle 
. Fourth Ventricle 
D. Second Lateral Ventricle 


MEDICAL TIMES 


/ 
Ke 
| 
1098 


wi’ | “The ‘Treatment of 
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East Orange, New Jersey 


Combination 


aE related to gastrointes- 
tinal gas are among the most common 
complaints encountered in medical practice. 
Where a serious organic cause—malignancy, 
obstruction or ulceration—does not exist, the 
physician is in the fortunate position of having 
to deal with a condition that poses no threat 
to the patient’s life. This consideration should 
not, however, lull the physician into taking the 
complaints lightly. In many of the patients, 
a strong emotional component is involved, 
often leading to excessive air swallowing, which 
is the chief source of gas.' These individuals are 
especially sensitive to the embarrassment, apart 
from the physical distress, of belching, bloating, 
borborygmi and flatulence. When _ these 
symptoms can be relieved, the patient is spared 
a considerable degree of psychic upset—a 
highly worthwhile therapeutic objective in itself. 

Furthermore, when simple _ therapeutic 
measures fail to produce substantial and 
consistent relief of gas symptoms, it becomes 
desirable to probe for an organic basis for the 
condition. Thus, therapy for gas provides an 
additional “tool” to aid in excluding or 
diagnosing a more serious underlying disease. 

The problem, then is to select a therapeutic 
approach specifically directed to the problem 
of gas, which will not itself have systemic 
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action or obscure a possible diagnosis of 
organic disease. 

Over the years, chief reliance has been 
placed on anti-spasmodics, with or without 
concomitant barbiturate therapy. Anticholinerg- 
ics have certain disadvantages such as dry 
mouth, urinary retention, drug sensitivity, 
adverse effect on glaucoma and possible 
masking of ulcer symptoms. As a matter of 
fact, dryness of mouth has been shown to 
increase the tendency to swallow air, thus 
introducing the hazard of increased gassiness.’ 
Barbiturate therapy may cause delayed reaction 
times, habituation and perhaps undesired 
psychic reactions. Its use, therefore, is justified 
only when sedation is specifically indicated. 

There is a considerable number of people 
whose belching, borborygmi and flatulence are 
unrelated to organic or serious psychic 
conditions. They may overeat, ingest foods that 
“disagree” with them, or bolt their food. They 
enjoy good food, liquor and life in general, and 
then pay the penalty of gas distress. On the 
other hand, there is the generally healthy person 
whose chief dietary indiscretions may be 
classed as “nervous eating.” They are addicted 
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to eat-and-run eating: the malted milk shake, 
coffee and bun or hot dog, or similar practices. 
Or, they may be on the 900-caloric reducing 
diet; a quick gulp and a flatulent aftermath. 

It is well established that seventy or eighty 
percent of the intestinal gas is accounted for 
by swallowed air.'** More recently, it has come 
to appear that this air occurs in the form of 
bubbles entrapped in a rather tenaceous film 
derived from macromolecular food substances 
or from salivary or other secretions produced 
in the alimentary tract.*:® 

These circumstances suggest a direct 
approach to the gas problem through two 
modalities: (a) a digestant to help break down 
the macromolecular film, and (b) a dispersing 
agent to alter the surface tension of the film 
surrounding the gas bubbles, to “allow them to 
coalesce” and facilitate the expulsion of the 
gas.° 

A clinical trial of a new _ preparation 
containing a combination of amylolytic, 
proteolytic and lipolytic enzymes and dimethyl 
polysiloxane was undertaken. This preparation* 
has the merit of being entirely local in action. 
Its advantages are that there could not arise 
sensitivity, habituation or systemic side effects 
with which to contend. 


Clinical Material and Results 


A total of thirty-three patients comprise this 
clinical series. They were seen in the course of 
routine office practice, and their complaints 
were flatulence and other symptoms of gas 
distress, most of them without apparent 
gastrointestinal pathology. The dosage schedule 
for the enzyme-siloxane combination tablets 
was one tablet four times a day with meals. On 
most patients this schedule was satisfactory, 
although a few required two tablets four times 
a day before relief was obtained. 

Of the entire series very good to excellent 
results were observed in twelve patients. The 
difference between very good and excellent 
may be ascribed to the personalities of the 


* Phazyme® supplied by Reed & Carnrick, Kenilworth, 
New Jersey. 


patients. Some are more enthusiastic by nature, 
while others more sparing about describing 
their improvement. In any case, the 
improvement in these patients was satisfactory 
and they looked no further for help. 

Fair relief was reported by twelve patients. 
All of these did better when a mild sedative 
such as phenobarbital, gr. 14, was added to the 
therapeutic regimen. It was felt that most of 
these patients kad mild anxiety tension states 
as a complicating factor. It is estimated that 
they received seventy percent relief with 
Phazyme.® 

Nine patients failed to show any appreciable 
response. One had hypothyroidism with edema, 
evidenced by an increase in weight; her 
flatulence disappeared after treatment with 
diuretics. Of the other seven, one couldn’t 
swallow the preparation, one had a malignancy 
of the spine, one subsequently developed a 
gastroenteritis, one was hyperthyroid, one had 
severe coronary insufficiency and the remaining 
two were known to be psychoneurotic. 

One patient who obtained no relief from 
therapy had an active duodenal ulcer as revealed 
by a gastrointestinal series. After her ulcer was 
brought under control, subsequent distress was 
effectively relieved by Phazyme. Another 
patient, a girl nine-years-of-age with a proved 
gastric ulcer, had acute paroxysms of pain 
despite treatment with antispasmodics, seda- 
tives, antacids and a rigid diet. These paroxysms 
could be relieved by Demerol,® but fairly good 
relief could also be obtained with Phazyme 
instead. 

Still another patient secured no relief, until 
she received assurance, after a G.I. series, 
that she had no organic disease; thereafter the 
test preparation worked well. 

Of the total, therefore, twenty-four patients 
—-seventy-three percent—obtained significant 
or excellent relief. Among the failures, there 
were underlying complications. Indeed, one 
of the failures — the patient who could not 
swallow the preparation—should more prop- 
erly be excluded from the results. 

In no instance was there any adverse side 
effect or worsening of the condition. 
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Discussion 

The value of enzyme therapy in the treat- 
ment of gas, bloating and flatulence due to 
food intolerance has been demonstrated by 
Settel. The effectiveness of a multi-enzyme 
combination in dissipating an impacted food 
mass was described by Pelner and Levy.’ This 
would seem to support the premise that the 
enzyme component plays a role in reducing a 
tendency to gas bubble build-up, with its 
attendant symptoms. 

Concomitant administration of the surface 
active agent, dimethyl polysiloxane supplements 
this action by disrupting the tenacious, mucus- 
like film that makes the bubble relative immo- 
bile and difficult to eliminate comfortably. 
An important virtue of this substance is its 
nonabsorbability and complete physiologic 
inertness. Thus, the medication is free of sys- 
temic action; hence it has no contraindications. 

Now, a word about what might be expected 
from the medication. In the present series, the 
patients ranged in age from forty-seven to 
eighty-one, except for the nine-year-old child 
who had a gastric ulcer. 

The poorest prospects for success were the 
patients who had organic complications or 
marked metabolic or psychoneurotic disease. 
In those who had mild anxiety or tension it 
was possible to obtain about seventy-one per- 
cent relief, which increased to complete relief 
upon the addition of phenobarbital. Marked 
success was secured in one patient who had 
residual distress during her convalesence from 
infectious hepatitis and also, in the more robust 
patients who enjoyed food and living. One 
such individual remarked, “I’m going to have 
a wonderful dinner tonight and probably too 
much to drink, so I'd better remember to take 
my pink pills.” Another observed that the 
medication made her trip to the Orient much 
more enjoyable. The eighty-one year old pa- 
tient, who had complained of gas distress for 
some years said that this was the first time 
he had complete relief of his symptoms. 

It can be concluded, from its rationale and 
its innocuousness, that this combined digestant- 
dispersant approach deserves consideration as 
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the first line of attack against gas symptoms 
without detectabie complications, and as an 
adjunct to other indicated therapeutic meas- 
ures when gas distress is a complication of 
disease. 


Summary 


A series of thirty-three patients—all of them 
adults with the exception of one child—were 
treated for symptoms of gastrointestinal gas, 
with a tablet containing a combination of en- 
zymes and dimethyl polysiloxane. 

Very good or excellent results were obtained 
in twelve cases. Another ten received positive 
relief, estimated at about seventy percent; this 
improved to complete relief when phenobar- 
bital was included in the therapeutic regimen. 
Nine patients had no benefit, including one 
patient who wouldn’t swallow the preparation. 
The failures are explained by the presence of 
organic, metabolic or psychoneurotic, compli- 
cations. 

The preparation, is considered to be of 
greatest benefit in persons who are essentially 
healthy and who suffer from flatulence and 
other symptoms of gas distress. Within the 
limitations discussed, the medication is a highly 
useful, completely safe adjunct to therapy when 
gas is a complicating factor in other disturb- 
ance. 
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Clinical Pathological 


Conference 


ew 78-year-old white male was 
admitted to the hospital because of weakness 
and jaundice. Five to six months ago, he be- 
came anorexic and gradually lost weight esti- 
mated at 50 to 60 pounds. Increasing jaundice, 
insomnia, and lately, nausea and vomiting has 
characterized the most recent phase of his 
illness. There have been no previous hospital- 
izations, injuries or serious illnesses. There is 
no history of alcoholism. He has been treated 
for hypertension. 

Physical examination showed a cachectic, 
dehydrated 78-year-old white male. His skin 
was warm, dry, and deeply jaundiced. There 
were multiple scratch marks over the extremi- 
ties and trunk. No spider nevi were seen. The 
PMI was not palpable and the heart sounds 
were hardly audible. No murmurs were heard. 

The liver was palpable four fingers breadth 
below the costal margin. It was firm, tender 
and smooth. Beneath the liver edge a cystic 
mass was felt. The spleen was not palpable. 
There was bilateral testicular atrophy and a 
symmetrically enlarged prostate. There was no 
pedal edema, and the popliteal pulses were 
absent bilaterally. 

His BP was 110/70, Pulse 90, Respiration 
28, and Temperature 99. 

Laboratory Data: The admission Hgb was 
11.8 gm%, Het 35%, WBC was 19,500 with 
the following differential: Stabs 4; Segs 80; 
Lymphs 12 and Monos 2. The urinalysis: 
Sp. Gr. 1018; PH 5.5; Albumin trace; Sugar 
negative; Acetone negative. 
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Microscopic Examination showed 0-5 epi- 
thelial cells per high powered field, an occa- 
sional WBC; and much amorphous material. 
The test for bile was strongly positive and no 
urobilinogen was present. 

Blood Chemistry studies on admission re- 
vealed the following values: Blood Sugar 144 
mg%, BUN 32 m%, Serum Proteins 6.4%; 
Albumin 3.2; Glob. 3.2; Total Bilirubin 10.2; 
Direct Bilirubin 5.4: Diastase 400 S.U.; Pro- 
thrombin Time 54% of normal, Thymol 10 
units in 30 minutes. His VDRL was non- 
reactive. SGOT 92. The alkaline phosphatase 
was 19.9 Bodansky units. 

Subsequent laboratory studies showed the 
following: BUN 17 mg%; CO, 32 mEq/L; 
Cl 106 mEq/L; Na 149 mEq/L; K 3.0 
mEq/L and Ca. 5.3 mEq/L. 

X-Rays: The upper and lower G.I. series 
were negative. A bone survey for osseous 
metastasis was also negatis —~ fest x-ray 
and an obstructive series were aiso negative. 

During the preoperative period, the patient 
was placed on a high protein, high caloric, low 
fat diet. He was given penicillin, streptomy- 
cin, achromycin and multivitamin preparations. 
Daily I.V. fluids were administered to insure 
an adequate intake. 

After adequate preparation, the patient was 
explored. 

Dr. BERNARD: The thought stuck me that 
there is no mention of the patient having re- 
ceived drugs of any kind prior to the onset of 
his illness. This is important because there 
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are drugs which will cause jaundice. On the 
basis of this, drug-induced jaundice can be 
dismissed. His illness was a gradual and pro- 
gressive one. His jaundice gradually increased 
toward the latter part of his illness and in 
addition he became nauseated and vomited on 
occasion. 

There was no pain associated with his ill- 
ness at any time. Thus it is unlikely that 
biliary stone is involved in this problem. He 
denies alcoholic intake and this makes us 
somewhat secure in feeling that his jaundice is 
not due to terminal alcoholic cirrhosis. His 
cachexia definitely points toward a relentless 
disease process. 

His history of hypertension and his admis- 
sion BP of 110/70 goes well with some of 
the other physical findings of extra cellular 
fluid deficit. His heart sounds were barely aud- 
ible; this goes along with the diagnosis of 
extracellular fluid volume deficit and it is not 
surprising that they heard no murmur. It 
would have been interesting had it been men- 
tioned what happened to the murmurs and to 
the heart tones after he had the extracellular 
fluid deficit replenished. Murmurs would more 
likely be heard at that time. 

The liver was smooth so we might tend to 
conclude that there was no liver metastasis. 
The cystic mass might be the gallbladder. It 
could possibly be a solitary metastasis, and 
a hepatoma. Testicular atrophy in a 78-year-old 
man isn’t too surprising. Testicular atrophy in 
a man with the other stigmata of cirrhosis 
would concern me. 


Kidneys 


The hemoglobin, despite the fact that he 
has severe fluid deficit, was 11.8 mg%. WBC 
of 19,000 makes me think that there may be 
some degree of infection somewhere, likely in 
his lungs. A little later he was given some 
antibiotics for reasons unknown. The urine 
shows that the kidneys are not involved. The 
urine concentrates to 1018, which indicates 
that his urinary function is good. The test for 
uribilinogen was negative, which means that 
there is total obstruction of the biliary tract as 
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it enters the intestine and the bile never en- 
tered the intestine. 

The other laboratory tests helped only to 
indicate that there are no hepatocellular changes 
in this man other than that which is subse- 
quent to total biliary obstruction for a pro- 
longed period of time. The laboratory test 
which I think is most significant here is the 
alkaline phosphatase which is 19.9 Bodansky 
units. This is certainly well within the almost 
certain range of total biliary obstruction of the 
extra hepatic type. 

I'm a little disappointed that there is no 
stool examination reported. If there were blood 
in the stool this would be important. Lesions 
of the ampulla of Vater, neoplastic in type, 
frequently ulcerate, frequently bleed; under 
these circumstances blood will be found in 
the stool. 

The laboratory determinations nine days 
after his admission are of concern, because he 
still seems somewhat dehydrated as the sodium 
of 148, which I think is the most accurate 
determination here, indicates. I would hope 
that his operation was not done until after he 
had been adequately hydrated. 

The upper G.I. series doesn’t help much 
because it was unsatisfactory; an examination 
of this particular area, that is, of duodenum 
itself, must be done very carefully to be in- 
formative. 

I am a little concerned about the penicillin, 
streptomycin, Achromycin unless this man ac- 
tually had some serious infection which is not 
recorded here, as I have rather strong feelings 
about prophylactic antibiotics. However, with 
the white blood cells as was mentioned above, 
it is quite likely that he has some type of 
pneumonia or similar illness, probably of the 
respiratory tract, and this was in an attempt 
to treat this area. 


1103 


Inoperable 

So, my diagnosis on the basis of the avail- 
able information, is that this is a man ad- 
vanced in age, who has developed cancer of 
the head of the pancreas—head of the pancreas 
because I don’t have any information about 
the ampulla with regard to the blood in the 
stool. I do not believe that there will be evi- 
dence of massive liver metastasis because no 
nodules were felt in the liver. 

I think he probably entered with some 
bronchopneumonia, and I think at this late 
date he will probably be inoperable. 


Painless Jaundice 


Dr. Brown: Jaundice is a difficult diag- 
nosis to clarify on clinical grounds. For me 
to arrive at a diagnosis of carcinoma of the 
head of the pancreas would require that I 
ignore the fact that 70%-80% of all patients 
with pancreatic carcinoma have a chief com- 
plaint of some sort of abdominal pain or dis- 
comfort. I would feel more secure with the 
diagnosis if, on the upper G.I. series, I could 
see a pulling in of the middle portion of the 
descending loop of the duodenum. Painless 
jaundice of this type usually means carcinoma 
of the common duct, but patients rarely lose 
weight to the extent that this patient did be- 
cause a small tumor causes complete obstruc- 
tion and deep jaundice early. 

My experience tells me that when a patient 
has a lot of nausea, vomiting, and weight loss, 
associated with the other clinical signs present 
in this patient, early liver metastasis has oc- 
curred. If this person does have carcinoma of 
the head of the pancreas he probably has far 
advanced liver metastasis as well. 


Metastasis 


The laboratory data in this case as in any 
case of obstructive jaundice must be carefully 
scrutinized, and caution exercised in its inter- 
pretation. 

An elevated leukocyte count is found in 
45% of patients with pancreatic carcinoma. 
It is due to necrosis in the tumor with absorp- 
tion of the protein material. It is distinguished 


1104 


from overwhelming infection by the lack of a 
significant temperature elevation. 

An elevated alkaline phosphatase is char- 
acteristic of liver metastasis. It also goes up 
in complete biliary obstruction. I feel that 
in the absence of urobilinogen in the urine, 
this man’s elevated alkaline phosphatase was 
due to complete biliary obstruction. 

If this patient had an ampullary lesion, I 
would hope to find some blood in the stool 
somewhere in the history. In addition I would 
expect a history of a silver stool. 

I know of only one lesion which will pro- 
duce the silver stool, and that lesion is a 
necrotizing tumor at the ampulla of Vater. The 
acholic stool mixed with the blood pigments 
gives a peculiar silver appearing pattern which 
is diagnostic of ampullar carcinoma. Unless 
that information was purposely omitted, Ill 
have to assume that the stool was not silver. 
A duodenal washing with cytological studies 
of the aspirate sometimes will help in making 
the diagnosis of ampullary carcinoma. All in 
all, the evidence for carcinoma of the ampulla 
does not appear strong, but we cannot ex- 
clude it. 

Intrahepatic 

Dr. JoHNsON: I think that both of you are 
satisfied that this is a clear cut example of 
extrahepatic obstruction. Could this possibly 
be intrahepatic obstruction, Dr. Brown? 

Dr. Brown: An experienced clinician who 
palpates what he believes to be a distended 
gallbladder has a valuable piece of informa- 
tion. This finding is very strong evidence of 
extrahepatic biliary obstruction. Not over 5% 
of the patients with intrahepatic biliary obstruc- 
tion will have a complete absence of urobilino- 
gen in the stool. If he had contracted a low 
homologous serum jaundice and if intrahepatic 
obstruction developed, in a man his age, per- 
haps profound weight loss and weakness would 
have occurred as it did in this man. Intra- 
hepatic jaundice of this etiology is called Wat- 
son-Hoffbauer jaundice and is diagnosed by 
needle biopsy. However, I don’t think we are 
dealing with such a process here. 
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Dr. JOHNSON: I would like to comment on 
the lesion Dr. Brown mentioned—hepatitis of 
Watson and Hoffbauer. The last case I saw 
did have a liver biopsy which was character- 
istic of the lesion, but the patient also had a 
carcinoma of the ampulla of Vater. 

Clinical Diagnosis: Dr. BERNARD: Carci- 
noma of the head of the pancreas with complete 
common duct obstruction. 

Dr. Brown: (1) Carcinoma of the pan- 
creas with complete common duct obstruction, 
and (2) Ampullary carcinoma. 

Dr. JOHNSON: Will the operating surgeon 
tell us what he found and what he did? 

SURGEON: At exploration we were able to 
find no gross lesion in the pancreas, gallbladder 
or extrahepatic biliary tree. The stomach, duo- 
denum, small and large bowel were normal. 
There were no visible or palpable metastases 
in the liver. 

The duodenum was opened, and a small 


mulberry-like lesion, about a centimeter in 
diameter was found at the ampulla. A Whipple 
operation was done. 

Dr. JoHNSON: This carcinoma of the am- 
pulla of Vater was completely obstructing the 
common hepatic duct and the pancreatic duct 
as well. The pancreatic duct obstruction helps 
account for the microscopic evidence of 
chronic pancreatitis which was evidence in our 
sections of the pancreas. No metastases were 
found. 


Final Diagnosis 


The final anatomical diagnosis in this case 
is a papillary adenocarcinoma obstructing the 
common hepatic and pancreatic duct. The pa- 
tient was brought back to the hospital a month 
later and expired a few hours after admission. 

At autopsy, no evidence of tumor was found 
anywhere. He died of advanced bronchopneu- 
monia. 
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- Topical Vitamin A Therapy 


F j= in Oral Keratosis 


WOODROW S. MONICA, D.M.D. 
Orange, New Jersey 


A deficiency of vitamin A in 
oral mucous membranes can cause widespread 
injury through the unbalanced production of 
keratin and the disturbed sequence in forming, 
maturing and shedding of epithelium.’ The 
deficiency may exist even when the amount of 
vitamin A in submucous tissue and blood is 
normal. Thus, a localized lack of vitamin A 
in the oral mucous membrane may result in 
the thickening of the stratum corneum to the 
extent that it is clinically visible as keratosis. 

Because whitish plaques may occur when 
the blood level of vitamin A is normal, large 
systemic doses will not necessarily resolve 
them.? But excessive topical applications will 
eliminate, or decrease, the keratosis.*: + 

The following case reports illustrate the anti- 
keratinizing effect of synthetic buccal vitamin 
A tablets* in oral keratosis. 


Case Reports 


@ Case ONE: A forty-nine-year-old bank 
executive had a_ large, white, fissured and 
slightly eroded area (about 142 cm. x 1% cm.) 
on each cheek near the commissure. He had 
noticed the white areas about a year pre- 
viously. The patient smoked four packages of 
cigarettes a day for five years and drank one 
cocktail every evening. Previously, he had 
smoked one pack of cigarettes a day for about 
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twenty years. He was well-nourished, had a 
functional occlusion, no caries, a moderate 
salivary calculus, and a slight gingivitis. One 
percent hydrocortisone ointment applied three 
times daily had no effect on the lesions. 

The teeth were cleaned and one synthetic 
buccal vitamin A tablet (75,000 units) was 
prescribed three times daily for two weeks. 
The lesions began to look grayish. He con- 
tinued the vitamin therapy for an additional 
six weeks. At the end of that time, the lesions 
on the cheek and lips had almost disappeared. 
One year later they had not returned. During 
the treatment, the patient kept his mouth clean, 
but he smoked two packs of cigarettes every 
day. 

@ Two: A _seventy-one-year-old 
emaciated widow complained of a white area 
on the middle of her lower lip which she 
thought was “cancer.” She also complained of 
profuse salivation. The saliva overflowed her 
lower lip so that she constantly sucked it. She 
did not drink, or smoke. 

The keratotic lesion (1 cm. x 1 mm.) was 
smooth, shiny, and clearly demarcated. It ex- 
tended from the dry to the moist part of the 


* Supplied as Vi-Dom-A Oral Tabs,” (Dome Chemicals, 
Inc., New York 23, New York). 
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lower lip. The biopsy showed only hyperkera- 
tosis. Previous treatment with one percent 
hydrocortisone ointment had had no effect. 

She dissolved one buccal vitamin A tablet 
(75,000 units) slowly in her mouth twice a 
day for two weeks. At the end of that time, 
the keratotic lesion was a dull grayish white. 
Then she used one buccal tablet daily for three 
more weeks when the lesion had almost dis- 
appeared. One year later, the lesion had not 
reappeared. She continued the sucking habit 
during treatment and her physical condition 
did not improve. 


@ Case THREE: A fifty-five-year-old busi- 


ness executive had a bright, white, keratotic 
lesion on the moist part of his lower lip. He 
had noticed it about three months before. The 


Oral keratosis, a reversible lesion, is abnor- 
mal thickening of the stratum corneum. It is 
caused by irritations from tobacco chewing and 
smoking, ill-fitting dentures, sharp clasps and 
teeth, electric current, repeated friction and 
allergies. In addition, a local lack of vitamin A 
causes thickening of the mucous membrane. 
The patient may have a high blood level of 
vitamin A, but the mucous membrane may be 
deficient in that vitamin in certain areas. Thus, 
keratosis may result from mechanical, chem- 
ical and thermal irritations; local deficiency 


1. Moore, T.: Vitamin A, London, Elsevier Publishing 
Co., 1957, p. 295. 

2. McCarthy, F.: Etiology, Pathology and Treatment of 
Leukoplakia Buccalis; Arch. Derm. and Syph. 34:612, 
(Oct.) 1936. 

3. Flesch, P.: Studies on the Mode of Action of Vitamin 
A; J. Inv. Derm. 21:421 (Dec.) 1953. 
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lesion (1 cm. x 1 mm.) was smooth, shiny 
and demarcated. It was located where ciga- 
rettes rested on the lower lip. He had smoked 
one package of cigarettes a day for the last 
thirty-five years and had drunk moderately for 
about the same length of time. He was well 
nourished; his mouth was clean and free of 
any irritating dental defects. 

The patient dissolved a buccal vitamin A 
tablet (75,000 units) in his mouth twice daily 
for two weeks. After this period, the lesion 
looked grayish and dull. He then took one 
tablet daily for two additional weeks after 
which the lesion almost disappeared. During 
the treatment, he smoked and drank as was 
his wont. One year later without additional 
therapy, the slight lesion was unchanged. 


of vitamin A; or a combination of both. 

The keratosis may resolve itself when the 
irritant is removed, but in some patients the 
whitish areas persist.2 In these instances, ex- 
cessive doses of topical vitamin A may remove 
the plaques. The explanation according to 


Flesch,’ is that vitamin A in large doses seems 
to have “a direct, local and nonspecific effect 
on epidermal cells.” 

In the case reports, vitamin A was given 
while the presumed irritants persisted; yet the 
lesions were almost eliminated. 


4. Mulay, S. and Urbach, F.: Local Therapy of Oral 
Leukoplakia with Vitamin A, A.M.A. Arch. Derm., 78:637 
(Nov.) 1958. 
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EDITORIALS 


COSTS OF MEDICAL CARE 
UNDER THE NATIONAL HEALTH INSURANCE 


There is today a great deal of loose talk abroad in our land 
about a topic designated as “socialized medicine.” Doctors and 
dentists, bankers and business men, politicians and pollsters, 
editors and electors, and consumers alike agitate and are agitated 
pro and con by this term. Only too often in the course of these 
commotions a great deal of ignorance and paucity of knowledge 
is displayed. If we define socialism as a political and economic 
theory of social organization based on collective or governmental 
ownership and democratic management of essential means for the 
production and distribution of goods,* it is therefore reasonable 
to define “socialized medicine” as any system of medicine (educa- 
tion, medical care, research) in which the total or major costs 
are borne by government, at Federal, State, or Municipal levels. 
In other words, a tax-supported medical system. 

Now Great Britain and Northern Ireland have just such a system 
in which the major costs of medical education, medical care, and 
medical research are paid for through the Ministry of Health and 
the Medical Research Council by the British taxpayers. But be- 
fore discussing the National Health Insurance program in Great 
Britain, let’s just take a look at our local scene and see what’s 
happened in the last twenty-five years. Take medical education 
first. The taxpayers support governmental ownership and the 
production of medical education in about forty-four institutions 
of medical learning located in thirty-five states in this country. 
Recently, the Federal Government has been subsidizing medical 
education in governmentally and privately supported schools and 
other medical institutions by providing many millions of dollars 


*Webster's Collegiate Dictionary, Fifth Edition, p. 994, G. and C, Merriam Co., 
Publishers, Springfield, Mass., 1946. 
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for building purposes. (Some projects are on 
a matching basis, others non-matching grant.) 
At the time of this writing, the Senate Appro- 
priations Committee has recommended an 
NIH budget of $835,600,000 for FY 1961-62. 
Most of this money will go to medical schools, 
state, municipal and voluntary, and to insti- 
tutes of research for research purposes. The 
Army, the Navy and the Air Force also con- 
tribute by contracts for research, to the sup- 
port of medical school personnel and prestige. 
The large majority of the full-time faculty of 
medical schools in this country are currently 
having their salaries paid for by the taxpayers 
one way or the other. The work of institutes 
such as the Sloan-Kettering and the University 
of the Rockefeller Institute would be seriously 
impaired if the flow of governmental funds into 
their coffers was stopped. We must not forget 
when talking about socialized medicine that the 
avidity of our medical educators and research- 
ers for governmental funds has resulted in an 
annual “Medical Pork-Barrel” whose only rival 
in the Congress is the annual “Rivers and 
Harbors” Bill. Trends, a yearly publication of 
HEW states that the Federal Government put 
out eight billion, two hundred million dollars 
for research and development in fiscal year 
1960-61. Truthfully, “Rivers and Harbors” 
never did that well. Clearly, the facts indicate 
that during 1960-61, Government has furnished 
the overwhelming majority of furds for med- 
ical education and for medical research done 
by other than pharmaceutical manufacturers, 
and for the support of the personnel engaged 
in these pursuits. “Democratic management,” 
as evidenced by the Federally appointed Study 
Sections committees, etc., of the NIH, NRC, 
etc., and by the faculties of the State and 
Municipal Medical Schools (all responsible to 
“Government”) have played the major role in 
allotting and managing these funds. We will 
let the reader decide whether or not according 
to Webster’s definition of Socialism how each 
would class the system of medical education 
(undergraduate and graduate) and research 
which exists in this country today. 

Now, let’s take a look at medical care. 
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Everyone seems to be in agreemen* that had 
it not been for the matching hundreds of 
millions of dollars for hospital construction 
which have come from the taxpayers (man- 
aged by HEW and its predecessor) under the 
Hill-Burton Act, the level of medical care in 
our country, as we know it today, would not 
exist. Then, just for fun, add up the various 
groups for which the taxpayers pay the total 
or major costs of medical care, and see what 
we have. First of all, we have to consider the 
VA. Around twenty million men and women 
are eligible for the medical care of all service- 
connected disabilities, and from a practical and 
honest point of view, almost all other illnesses. 
Then to our knowledge and this has always 
amused us, some of the most vociferous oppo- 
nents of “socialized medicine” are Attendings 
and Consultants at VA hospitals in their neigh- 
borhoods, and apparently they have no worries 
about accepting their stipends ($25 for an 
Attending, $50 for a Consultant) for each 
visit to the local VA hospital. Others get paid 
for similar services in the dispensaries of the 
VA and some get paid a fee-for-service for 
attending veterans in their home towns. Again 
I might add that the VA has had a heavy 
financial stake in the support of medical edu- 
cation in certain areas of our country. Without 
VA support a few medical schools in this 
country might have had to close up or cut 
down their programs markedly in the last fif- 
teen years. Probably next in number would 
be the millions of deranged people in this 
country, who committed to Federal, State or 
Municipal mental institutions are having their 
total care and welfare costs borne by the tax- 
payer. Possibly third in numbers are the 
indigents, true and false, (for example follow- 
up studies made within the year after admis- 
sion on certain groups of patients in a large 
municipal hospital indicated that about one- 
third had given false addresses on admission 
to the hospital). We can’t estimate accurately 
the numbers involved in this group, but they 
must run into the millions each year, as in 
most municipalities, those on relief are eligible 
for free comprehensive medical care. Next, 
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one would have to include all members of the 
Armed Forces and their dependents under the 
MEDICARE program. Again, some of our 
friends who are vehemently opposed to “social- 
ized medicine” participate, ignoring completely 
the social aspects of the program. One must 
also remember that in addition to the Armed 
Forces the personnel and dependents of the 
three other commissioned services, PHS, Coast 
Guard, and Coast and Geodetic Survey have 
comparable programs of medical care, again 
wholly supported by the taxpayer. Now in 
concluding this rather lengthly summing-up of 
those eligible for medical care provided at the 
taxpayer’s expense, we have the recipients of 
Maternal and Child Care programs, Crippled 
Children’s programs, Veneral Disease pro- 
grams, Tuberculosis programs, etc., at Federal, 
State and Municipal levels. It’s really very 
impressive and probably adds up to the fact 
that at least a quarter, possibly more, of 
American citizens are having the major por- 
tion of their costs for medical care paid for 
by government, under government fiscal and/ 
or professional management. Even more im- 
pressive is the number and make-up of the 
groups of doctors who support and receive 
support from these broad social programs. 

It is high time we get back to the subject 
of this editorial, the costs of the National 
Health Service. A very penetrating article by 
Frank K. Linge appeared in The Wall Street 
Journal a short time ago, and it will be the 
basis for a number of observations which we 
will make. To begin with, it must be under- 
stood that everyone in Great Britain is eligible 
for the Service and that all who work pay in 
now $1.49 a week towards the costs of the 
Service and other Social Security benefits. This 
represents an increase of 12 cents a week over 
the cost last year. The National Health Service 
gets about one-seventh of the total paid in. 
However, while everyone is eligible for the 
Service, it is not compulsory, and some four 
percent of Britons prefer to pay the extra, 
needed to provide medical care for themselves 
outside the Service. In this respect, it is inter- 
esting to note that Britain’s largest private 
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health plan, the British United Provident Asso- 
ciation, has had a jump in membership from 
sixty-five thousand thirteen years ago when the 
Service was initiated, to eight hundred and 
fifty thousand currently. During the last fiscal 
year of the Service, i.e., 1960-61, it cost two 
billion, two hundred million dollars, up some 
thirteen percent from 1959-60 and almost 
double the one billion, two hundred million 
dollars which it cost in 1949-50. Now cer- 
tainly the major cause of this rise in costs over 
the past eleven years has been the strong infla- 
tionary forces which have been plaguing the 
British economy, but the overuse of the Service 
has been an important contributory cause to 
its rising costs. The drug bill alone has been 
a considerable factor in this rise in costs. Not 
only are more prescriptions being written but 
prescription costs have gone up well more than 
double since 1949-50. So to have the costs of 
eyeglasses, hearing aids, false teeth and certain 
over-the-counter items allowed under the pro- 
visions of the Service. Actually in the last fis- 
cal year, the National Health Service cost 
Britain about half as much as its total dis- 
bursement for defense, and accounted for 
around fourteen percent of total governmental 
expenditures. The British worker, it should be 
noted, has an average wage of forty dollars a 
week, this to be compared with an average 
wage of ninety dollars a week for the Amer- 
ican worker. 

Back in 1945-46 when the Labour Party in 
Great Britain was busy selling the National 
Health Service program to the British medical 
people and the voters, as part of the political 
manna promised everyone was the construction 
of new hospital facilities and health centers. 
The truth of the matter is that the first new 
major hospital construction in England since 
1939 (the surgical building at Guy’s Hospital ) 
was completed last year and the number of 
new health centers which have been completed 
could be counted on the fingers of the pitching 
hand of Mordecai Brown. Also, it must be 
known that a considerable part of the construc- 
tion costs of the surgical building at Guy’s 
came from non-governmental sources. Why 
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did this happen? Primarily, because building 
costs went up and the Ministry of Health could 
not support these increased costs. One of the 
very serious results of not building these hos- 
pitals has been the bottleneck created in pro- 
motion of younger doctors who, under the pro- 
gram, were trained to become specialists in the 
proposed, but still unbuilt hospitals. The British 
Medical Association states that this lack of 
opportunity for specialists constitutes one of 
the “most serious professional problems since 
the Health Service was introduced.” Along 
the same line, Professor John McMichael, the 
Chief of Medicine at the Postgraduate Hos- 
pital in London, who is well known by many 
American physicians, has stated that the British 
government is retarding research because “new 
discoveries might cause a jump in health serv- 
ice costs.” Furthermore, according to the 
testimony of Professor Norman Morris, the 
Chief of the maternity unit in Charing Cross 
Hospital, many state-managed maternity cen- 
ters are “mere baby factories, lacking all hu- 
manity” and that many pre-natal clinics are 
“human cattle markets or dreary halls.” 

Now none of these criticisms really mean 
that the National Health Service has lost its 
popularity. It would be your Editor’s opinion 
that more than ninety percent of the people of 
Britain are strongly for it today, and certainly 
the great majority of university and hospital 
medical school personnel are sold on the bene- 
fits of the Service. We have yet to meet one 
who opposed it. Of course, from the political 
point of view, it would probably be suicidal 
for any prominent politician to come out 
against it. Labour and the Liberal parties are 
strongly in favor of it and many members of 
the Labour party are pushing for an extension 
of current benefits. In fact, recently in Man- 
chester, thousands of members of the Labour 
party brought about a one-day work-stoppage 
in protest of increased charges under the 
Service. Furthermore, as The Wall Street 
Journal reports, “Few if any ruling Tory party 
members feel that government ever could aban- 
don the Health Service without touching off 
a political explosion.” 
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Now have the patients and doctors bene- 
fited from the Service? The answer is a quali- 
fied “Yes.” No one has any worry about the 
costs of illness (except the budgeteers), the 
general level of medical care received by the 
British public has risen appreciably, and as 
was pointed out by Hedley Atkins, Dean of 
the Basic Science School of the Royal College 
of Surgeons and Director of Surgery at Guy’s 
Hospital, and Per D’Abreu, a world-renowned 
chest surgeon and Dean of the Medical School 
of the University of Manchester, at the One 
Hundred and Fiftieth Anniversary Convoca- 
tion of the Massachusetts General Hospital 
(MEDICAL TiMEs, April 1961), everyone who 
is operated on under the Health Service has 
the operation done by a qualified specialist 
who is a Fellow of the Royal College of Sur- 
geons. It is questionable whether anywhere 
else in the world (except possibly in Scandi- 
navia and Finland) is the average level of sur- 
gical practice as high as it is under the National 
Health Service. However, on the other side of 
the coin, it must be remembered that any so- 
called “free,” or sponsored, service brings out 
hypochondriacs in droves, and doctors’ offices 
in Great Britain are flooded with them. 

What about the doctors? It would be our 
opinion that the specialists (consultants) in 
the Health Service are pretty well off and seem 
to be well satisfied. Over the years we have 
discussed the matter of their personal situation 
with many of them and we yet have to find 
any who are deeply opposed to the Service. 
This is especially true of those specialists who 
also hold academic appointments. But what 
about the General Practitioner? Some are do- 
ing much better financially than before the 
Service was in effect, but as a group, it seems 
clear from their demands for a higher income 
that their incomes have not been upped very 
much despite the inflationary forces which have 
been causing economic difficulties in Great 
Britain for the past fifteen years. And cer- 
tainly, the fact that so many fewer doctors’ 
sons are entering medicine in Great Britain, 
may be an indication that all is not well finan- 
cially for the doctors. 
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In concluding our discussion of the National 
Health Service, we can raise the question of 
the economic effects of the Service. From many 
sources comes information which makes one 
conclude the malingering in order to get work 
exemptions with welfare benefits, unnecessary 
treatments and medications have been on a 
scale which have really contributed to the rise 
in costs of the Service over the years. The net 
result of these higher costs has been to force 
the current government to do something about 
them and as reported in The Wall Street 
Journal: “ “Higher charges to beneficiaries will 
help ease the strain of rising Health Service 
charges on the budget and should at the same 
time, halt the spectacular growth of the drugs 
bill’ retorts a Health Ministry official. Enoch 
Powell, the Tory’s mustachioed 48-year-old 
Health Minister, adds: ‘The alternative to these 
measures is a limitation of the expansion of the 
Health Service.’ ” 

This is all very interesting because to a 
greater or lesser degree this is just what has 
happened in our country in the private (union- 
subsidized) or fully Governmental Health 
Services. We have recently commented in these 
columns how in Colorado and certain other 
states, the costs of comprehensive medical care 
for the aged quickly outstripped very careful 
estimates of cost. We know how Blue-Cross 
costs have climbed astronomically and how the 
medical care scheme of the United Mine 
Workers has had to have some curtailment 
because of rising costs. Certainly, if the Elder- 
Care plan is passed by Congress, its costs will 


be far beyond those estimated by Secretary 
Ribicoff. And if this bill is passed, it will be 
only the beginning because the essential ele- 
ments of Elder-Care will soon be espoused by 
labor and many other groups in this country. 
These elements, compulsory coverage regard- 
less of need or wish, and the necessary gov- 
ernmental control of all of the costs for 
professional care, hospitalization, nursing 
home care, medications, devices, prostheses, 
etc., will quickly result in government super- 
vision of medical and health activities. These 
are real elements of socialized medicine despite 
the fact that the politician Ribicoff, while 
testifying for the Elder-Care Bill, became very 
indignant that the scheme should be called 
socialized medicine. The Wall Street Journal 
quotes him as saying, “he personally had 
reviewed the plan and removed ‘all the ele- 
ments which could be called socialistic.” This 
should be good for a laugh anywhere and 
in any company, socialist or capitalist. 

While guessing costs is hazardous, your 
Editor is willing to make a cockshy. It would 
be his opinion that if a National Health Service 
Bill patterned on the familiar old Wagner- 
Murray-Dingle thinking (which is heavily re- 
flected in the Elder-Care Bill), within two 
years, the yearly cost of socialized medicine, 
medical education, and hospital construction 
would total about twenty-seven billion dollars. 
A very tidy little bill to present to the tax- 
payers. And then of course in succeeding 
years, the bill would go up or the benefits of 
the Health Service would have to be decreased. 


ON THE HISTORY AND PHYSICAL EXAMINATION OF THE PATIENT 


@ History TAKING Probably one of the 
most unsatisfactory areas of the medical cur- 
riculum and the practice of medicine today 
is the teaching and practice of history-taking 
and the physical examination of the patient. 
A recent survey (1960) made by your Editor 
among Professors of Medicine in this country 
definitely indicates that practically every one 
of them was more or less disturbed about what 
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they consider to be the situation relative to 
our most valuable and simplest of aids (when 
one is skilled) in arriving at the diagnosis 
and formulating the prognosis of illness. 
During recent years in a number of medical 
curricula, the psychiatrists have invaded the 
teaching of history-taking by what they term 
instruction “in the technique of interviewing.” 
However, our own experience which has been 
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considerable with students who have been ex- 
posed to twenty odd hours of instruction by 
psychiatrists in interviewing general medical 
patients, indicates that they have learned little 
about medical history-taking. There is also a 
possibility that such instruction even may be 
deleterious to the student. To illustrate this 
point. Several years ago, we were invited to 
a soul-searching dinner given by a group of 
psychiatrists, shortly after their first experience 
in providing instruction “in the technique of 
interviewing.” General medical patients suf- 
fering from cancer, heart disease, hypertension, 
etc., had been the subjects who were inter- 
viewed. To my amazement, the psychiatrists 
spent the major part of the evening discussing 
their own fears and feelings of guilt when 
coming in contact with hopelessly ill patients 
and wondering whether they had transmitted 
their adverse reactions to the students! 

Now the question might be raised: Can 
instruction be given in history taking? It cer- 
tainly can and should be. How? By observa- 
tion by the group of skillful history taking. 
By whom? Well certainly not by the youngest 
members of the Faculty of the Department of 
Medicine. None but very experienced older 
physicians should participate in teaching the 
taking of the history and carrying out the 
physical examination. Both of my former 
chiefs, Drs. Francis W. Peabody and Warfield 
T. Longcope always insisted that the most 
experienced clinicians and teachers should 
teach physical diagnosis and _history-taking. 
During his twenty-four years as “The Profes- 
sor” at Hopkins, Dr. Longcope always directed 
the teaching of physical diagnosis. The assump- 
tion of continuing participation and responsi- 
bility during the entire course for this area of 
teaching is almost non-existent today among 
Chairmen of Departments of Medicine. Why 
this is true is one of the puzzling items in so- 
called modern curricula of medicine. Those 
with the lesser experience are so frequently 
assigned to teach the subject which requires 
the most experience and judgment, i.e., history 
taking and physical diagnosis. Furthermore, 
at the stage in the medical life of the student 


(VOL. 89, NO. 10) OCTOBER 196! 


when history-taking and physical diagnosis is 
taught, what can possibly impress the student 
more about the importance of this course than 
seeing “The Professor” in action and partici- 
pating up to the hilt in all of the exercises. 
If “The Professor’ himself teaches it, then it 
must be important! 

Now what about the techniques of teaching, 
and the practice of history taking? First of all, 
one must select a routine and then firmly im- 
press on each student that he must /earn that 
routine. It is not too important which routine 
of the various ones available is used, provided 
that it permits the patient to tell his or her 
story in a natural fashion. Highly artificial 
routines serve to confuse both the patient, the 
student, or the doctor. 

Secondly, we must see to it that our students 
become easy listeners. The eager beaver who 
knows all the questions and gives his patient 
little opportunity to say anything but “yes” or 
“no” rarely gets a decent history. Once, we 
missed a certain diagnosis of late syphilis from 
the history of a patient because we talked too 
much, and did not let the patient give us this 
final confidence about himself. So be easy and 
take it easy. 

Thirdly, when taking a history from a pa- 
tient on first visit, allow for plenty of time. 
One can’t rush through a history and do any- 
one justice. See that both you and the patient 
are comfortable, and if the patient would like 
to smoke, let him or her smoke. One of the 
most worthwhile histories we ever got was 
over a glass of sherry. Pains which had puz- 
zled many physicians and surgeons had an 
orthodox mother-in-law as the etiological 
agent! A relaxed patient and doctor result in 
the most satisfactory histories. 

Fourthly, try as rapidly as possible to gain 
facility enough so that you don’t have to make 
notes all through the interview with the patient. 
Patients may tend to “freeze-up” when they 
see you write down on paper the confidences 
which they are giving you. The use of the 
sensitive, hidden “mike” and a recording unit 
located in another room has some vogue today, 
but unsettled ethical questions have been raised 
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about this method of recording a history with- 
ut first telling the patient that everything being 
said will be recorded. And finally, try to 
arrange that you will not be disturbed during 
the history-taking. Interruptions decrease the 
clarity of lines of thought for both the patient 
and the doctor and must be avoided if good 
histories are to be taken. 

Now from the point of view of the peda- 
gogical mechanics for history taking. Instruc- 
tion in the selected routine until it becomes a 
rote process is most important. Demonstra- 
tions by sound movies of history taking by 
skilled clinicians are valuable after the routine 
has been learned. But the final and best teach- 
ing process is work with actual patients under 
the careful supervision of an expert clinician. 
Here histories can be discussed, read, checked, 
and corrected. It doesn’t hurt to have students 
write and rewrite histories, and of course 
English not jargon can be taught. Here the 
tips on techniques and the art of history taking 
can be imparted to the neophyte. Here life- 
long good habits in history taking can be 
inculcated. 

Now to what end is all of this so important? 
Well to begin with, a good history is the sole 
means of direct diagnosis in the so-called 
psychosomatic illnesses. It is often of great 
importance in the diagnosis of diseases in 
which pain is a prominent feature, and retro- 
spectively in the diagnosis of most illnesses 
other than accidents. Finally, without a good 
history, the development of the prognosis is 
well nigh impossible. 


@ THE PuHysicAL EXAMINATION — It would 
seem quite logical to believe that probably the 
greatest cause of missed diagnosis is an im- 
perfect physical examination. At least that is 
what one hears when discussing this subject 
with one’s colleagues. Not that we mean that 
a careful and meticulous physical examination 
of a patient can make up for a badly taken 
and slovenly history. Rather, that the doctor 
who takes a good history and performs a 
thorough physical examination will be able to 
make the major diagnoses in about eighty to 
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eighty-five percent of the patients that he sees. 
Now, certain of our readers will consider this 
last statement an exaggeration but if they sit 
back and consider this matter, the verity of it 
will dawn upon them. Furthermore, if one 
has (and one should have) confidence in his 
ability to take a good history, do a good 
physical examination and then from the data 
derived from these two sources synthesize his 
diagnosis and formulate his prognosis, he can 
in many instances dispense with further tests 
except an examination of the urine and of the 
blood. In this day and age when your liveli- 
hood and mine are being threatened by the 
high cost of medical care, anything that we 
can do to lower costs is very much worthwhile. 
“Tests” and “studies” are very expensive ways 
of making up for ineptness in history-taking 
and the physical examination of patients, and 
for the timidity, or even real fear which assails 
the doctor who is inept. Literally, millions 
and millions of patients’ dollars are wasted 
each year because their doctors do not feel 
they can trust their own ability to use properly 
the simplest tools at their disposal, namely the 
history and physical examination. 
Furthermore, in discussing the decline of 
excellency in history-taking and in doing the 
physical examination with his peers, your 
Editor has learned that the presentation of 
poor histories and poorly done physical exam- 
inations by candidates for the Board of Internal 
Medicine is the most frequent cause of failure 
in the oral examinations of this Board. He 
has been told that candidates frequently have 
only the vaguest understanding of the physi- 
ological or pathological factors concerned with 
certain physical signs. Recently, one of his 
colleagues who was examining in the “orals” 
of the Board of Internal Medicine asked each 
candidate, when they spoke about the heart 
sounds, “How is the first sound in the tricus- 
pid area produced?” All candidates asked 
that question became flustered, then panicked, 
and it took the examiner some time to get 
them back in the groove. These same candi- 
dates could discuss transaminase backwards and 
forward. This is a serious indication of the 
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low state of the average candidate’s knowledge 
of physical diagnosis. Another illustration of 
this. Your Editor found real apprehension on 
the part of certain of his residents, when he 
insisted that patients recovering from lobar 
pneumonia be sent home when their lungs 
were clear on percussion, palpation, and aus- 
cultation! The residents wanted “to take a 
chest-plate.” No wonder the costs of medical 
care are going up! 

Now what is a good physical examination? 
Well, let us say that it should begin on the top 
of the head and on the way down to the 
bottom of the soles of the feet, everything 
visible to the unaided or aided eye should 
be looked at, everything that can be felt should 
be felt, every orifice should be entered and 
looked into, everything that can move should 
be moved, everything that can be percussed 
should be percussed, and everything that can 
be listened to should be ausculted. To get 
the best understanding from such a systematic 
examination, the doctor must know the phys- 
ical (physics) background of both normal and 
abnormal signs. With a thorough knowledge 
of the physical meaning of what he hears, 
sees, smells, feels, and at times even tastes, he 
is well prepared for the proper practice of 
his profession. 

Now from the teaching point of view, what 
does the neophyte need in the way of instruc- 
tion? First of all, if not already curious, an 
attempt must be made to instill curiosity in 
him. He must be continuously observant of 
his environment. He must see what goes on 
and by. People, dogs, birds, everything living, 
everything non-living, and be able to describe 
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them. We have often wondered what the re- 
sults would be, in terms of careers in medicine, 
in a medical class made up entirely of Eagle 
Scouts. Next, proper techniques of palpation, 
percussion and auscultation must be learned. 
Now here is the area in which practice makes 
for perfection. One can percuss anything, one 
can palpate anything (Dr. Joseph Colt Blood- 
good, the famous Hopkins teacher in the cancer 
field, used to always say to his classes: “Never 
miss an opportunity to palpate a woman’s 
breasts,” ) and one can always auscult his own 
chest or abdomen. Practice, practice, practice 
until these techniques become second nature to 
you. In this area, there is some divergence of 
opinion as to whether the student should be 
led immediately to the patient, or should de- 
velop his initial skills on normal people, i.e., 
his partner in class, his wife, or his children. 
We favor a thorough experience on normal 
individuals before the neophyte is exposed to 
abnormal physical signs. However, while the 
ability to describe accurately what you see, 
feel, smell or taste is something to be sought 
after assiduously by the medical student, in- 
tern, and resident; little will you gain unless 
the meanings and significance of what you are 
describing are perfectly clear to you. There- 
fore it is absolutely necessary that practice be 
accompanied by studies designed to bring clarity 
to your mind about “meanings and signifi- 
cance.” With practice-produced perfection of 
technique and study-induced clarity of mind in 
regard to “meanings and significance,’ when 
under all conditions you will enjoy that feeling 
of confidence which marks the good doctor, 
when he faces his patient. 
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Remember when Bellevue had ... When interns looked as 
horse-drawn ambulances such as “sharp” as this ambulance sur- 
this one (circa 1885)? geon? 

... Caps and derbies were the ...-Small boys were doing 
rule and soft hats were rare? their best to get into the picture? 


(note character behind intern) Photo: Courtesy of Bellevue Hospital and 


The Bettmann Archives, New York City. 
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THE LONG AND SHORT OF IT 


From Your Editor's Travels and Reading 


NOTES ON “ORGANIZED MEDICINE” 


I. Compulsory Membership in the AMA 


News which may indicate trends in “organ- 
ized medicine.” An important decision taken 
by the House of Delegates of the Medical 
Society of the State of New York in May, 
1961, had to do with compulsory member- 
ship in the American Medical Association if 
one was to be, or continue to be, a member 
of his local and State medical society. The 
1960 House of Delegates of the New York 
Society passed a resolution calling for com- 
pulsory membership, but as such a move repre- 
sented an amendment to the By-Laws, it had 
to be tabled for a year and then once again 
be brought before the House. At the Rochester 
meeting last June, the Special Committee of 
the House on Constitution and By-laws re- 
ported the resolution in, giving the following 
reason why the House of Delegates should 
support the resolution passed by that House in 
1960. These were: 

“1) Whereas, the Medical Society of the 
State of New York has not received a true 
numerical representation in the affairs of the 
American Medical Association equal to and 
proportional to other state medical societies; 
and 

2) Whereas, the unification of all doctors 
of medicine and surgery can be accomplished 
only by total membership in one solid and 
forceful organization; and 


3) Whereas, the realization of the purposes 
of our medical societies can be best realized 
by such a complete medical body; and 

4) Whereas, changes and improvements in 
AMA thought and procedure can be accom- 
plished only by full participation of all doctors; 
and 

5) Whereas, the splintering of our forces 
can best be prevented by such unity of mem- 
bership; and 

6) Whereas, membership in the parent 
organization of medicine should be the desire 
and pride of all doctors of medicine.” 

This resolution was strongly backed by 
leaders of the Medical Society of New York. 
As reported in its Newsletter (June 1961), if 
every licensed doctor of medicine and surgery 
in the State of New York was an AMA mem- 
ber, New York would have twenty-five dele- 
gates in the AMA House of Delegates rather 
than the present eighteen. This would be based 
on the regulation of one delegate per thousand 
AMA members. The Newsletter states, “The 
25-man voting power will give New York 
physicians a stronger voice in making AMA 
policies and may lead to changes desired by 
New York doctors. The potential increase of 
some seven thousand members would add 
greater strength to the already potent force of 
the AMA in national affairs.” 

This resolution was passed by a vote of 
141 to 62 at the May meeting of the New 
York State Society. It must be said that while 
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this is in line with the policy extant for many 
years in New York State, namely, that all local 
society members must be members of the State 
Society, it has interesting implications. It, in 
essence, is a reversion to the guild concept of 
medicine, i.e., the old Guild of the Apothe- 
caries, or of the Barber-Surgeons. It compels 
doctors to submit to the discipline of the Guild. 
To speak in more modern terms it does have 
some aspects of current unionism with the 
“closed-shop” principle, and what is essentially 
a “check-off” (the required dues to the AMA, 
which by the way have gone up this year). 
Now “organized medicine” has been accused 
by the laity of blatant “unionism” recently. 
Robert Ruark, a Scripps-Howard columnist 
and a very strongly conservative person, has 
written in the last year, “the physician is black- 
mailed into membership in one of the toughest 
unions in the world, the AMA, which can 
wreck him if he bucks the union and which 
will cover up for him if he errs and is found 
out” (of course like many lay people, Ruark 
does not realize that the AMA couldn’t cover 
up if it so desired, as action in the case of any 
individual doctor has always been at the local 
level). Following a similar line of thought, 
Secretary Ribicoff of HEW is reported as 
stating that the AMA exercises “very strong 
sanctions against doctors who speak up their 
minds.” (Another misconception of AMA 
power.) Finally, in recent testimony on the 
medical eldercare bill (HR 4222), it was 
reported in the Washington Report on the 
MEDICAL SCIENCES (August 7, 1961) that 
“On Tuesday, Dr. Allan M. Butler had testi- 
fied his application for membership in Wayne 
County (Mich.) Medical Society had been heid 
up for seven months because of his liberal 
medico-economic views. For this he blamed 
Dr. Howard, AMA’s assistant executive vice- 
president. Both Dr. Howard and Dr. Annis 
said Dr. Butler’s statement was false.” Again 
I would feel quite certain that no one in the 
AMA had a hand in holding up Dr. Butler’s 
membership in the local society. Dr. Butler is 
Professor Emeritus of Pediatrics at Harvard, 
a well known pediatrician, an original member 
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and founder of the Committee of Four Hun- 
dred, and an individualist who over the years 
has allied himself with the Physician’s Forum, 
and who has taken a very liberal stand on 
socio-medico-economic problems for at least 
thirty years. Since his retirement from his 
Harvard post and as Chief of Pediatrics at 
the Massachusetts General Hospital, he has 
interested himself in Walter Reuther’s Com- 
munity Health Association, and has assisted 
in setting up and has become a staff member 
in the UAW hospital, the Metropolitan Detroit 
Hospital. As this scheme of the UAW for 
comprehensive medical care of union members 
and their dependents has not, to say the least, 
been enthusiastically endorsed by Detroit prac- 
titioners, it does not seem surprising that Dr. 
Butler’s membership application apparently has 
received a close, careful, and somewhat pro- 
longed scrutiny. To accuse Dr. Howard of 
mixing into the activities of the local level of 
a county society shows a lack of understanding 
of the inner workings of the AMA. Never- 
theless, and this is one of the greatest prob- 
lems faced by the AMA today, if you want to 
make the headlines (and fast), just attack the 
AMA. Unfortunately there is a considerable 
and articulate segment of well-educated and 
financially-responsible lay people who will be- 
lieve almost any accusation laid at the door of 
organized medicine today. Just the other day, 
we heard a very well-heeled, urbane, very 
conservative fellow, whom we suspect of being 
a “Bircher,” take off into the wild blue yonder 
relative to the AMA. Why? Because he had 
gone to a “—damned” doctor, who did a 
complete work-up, told him he could find noth- 
ing wrong, and then “charged me fifty dollars.” 

Of course, everyone will understand that if 
all states required AMA membership by their 
members, it would result in a real financial 
gain for the Association. Take New York 
State alone. Seven thousand new members 
being required to enter the AMA fold will 
produce around two hundred thousand dollars 
in new revenue for the Association. Then if 
every licensed doctor in our country became 
an AMA member, there undoubtedly would 
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be some increase in subscriptions to the 
JAMA, hence advertising rates could be in- 
creased. As far as more power and influence 
in national affairs are concerned, it is con- 
jectural as to whether this would eventuate. 
Power, prestige and influence of a real minority 
group such as doctors, depends on what people 
think of the individual members of the group. 
Therefore, the collective opinion (or image) 
of the AMA will be decided at the grass roots 
by the reaction of patients to their individual 
contacts with members of our profession. Re- 
gardless of what Madison Avenue may say or 
think, the image of a group cannot be im- 
proved unless the great majority of individual 
images within the group are favorable to the 
public. It’s like the old saying: “You can’t 
make a silk purse out of a sow’s ear.” So 
there are two major things which we as doc- 
tors can do. First, let’s do everything to create 
a good image of ourselves and our profession 
in the eyes of our patients. Secondly, let’s 
not under any condition waste our time and 
money on the glib ones in the gray flannel 
suits who look only at the apex of the pyra- 
mid. Sometimes an almost inescapable con- 
clusion comes to mind, namely, that our Asso- 
ciation leaders are too occupied with a belief 
that the apex is where the image is, rather 
than in the thousands and thousands of prac- 
tioners at the base. Let the leaders exercise 
their talents (and the ancient discipline of the 
Guild), to create multitudes of favorable basi- 
lar images and not to waste our money in 
furbishing the apex. If they could achieve this 
the power, prestige, and influence of our 
Association would soar to an all-time high. 
Along this line it would probably be a good 
thing if our leaders guarded their tongues and 
did not say, as the Vice-Speaker of the House 
is quoted in Medical Tribune (17, July, 1961) 
as saying: “Remember we’re a democratic 
organization with a little ‘d’.”. Such remarks 
tarnish the apex. 


Il. “Social Security” for Doctors 
Once again, the House of Delegates of the 
AMA this past June defeated all attempts to 
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place the Association on record as favoring 
O.A.S.I. for self-employed doctors. The House 
even defeated a request that a poll be taken 
to see if doctors nationwide desire “Social 
Security.” According to certain delegates in 
the House this year, as evidenced by the re- 
mark of Dr. Lewis S. Pilcher, of Massachusetts, 
to the House: “There’s a widespread feeling 
that more doctors are in favor of Social 
Security than is shown by the House of Dele- 
gates vote each year.” This year, New York 
and New Jersey presented resolutions favoring 
Social Security coverage for self-employed 
doctors (Kings County, New York, doctors are 
overwhelmingly in favor of it), but when the 
House voted 147 to 29 approving resolutions 
against Social Security which had been intro- 
duced by Arizona and Georgia, the vote rep- 
resented a rejection of the views of the New 
York and New Jersey delegations. Further- 
more, a resolution from the Utah delegation 
asking for a membership-wide poll on this 
question was turned down. To your Editor, 
the repeated adverse actions of the House of 
Delegates of the AMA has been puzzling. 
Is it due to a reaction, probably best expressed 
by the female physician from Massachusetts, 
who is reported as saying, “If we are against 
socialization, then we are against Social Secur- 
ity. Why should we pussyfoot?” Certainly a 
consistent, if not logical point of view. Other 
delegates pointed out that by opposing Social 
Security for doctors, the Association was weak- 
ening its position in Washington, because the 
image of doctors who were opposed to and 
would have none of any part of Social Security 
was being created in the minds of the Amer- 
ican people. It is a bit bizarre, you know, for 
a profession supposed to be “learned” to be 
at such odds with an economic factor which 
has become absolutely fixed in our contempo- 
rary society. This takes on added poignancy 
when one considers that from one-fifth to one- 
quarter of all doctors in this country are em- 
ployed and are covered for O.A.S.I. benefits. 
As this is not a professional matter, but one 
having strong political implications, and with 
the House of Delegates being a hot-house of 
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conservatism, probably one should charge off 
its attitude to emotional stand-pattism. 


Ill. AMA Income Goes Up 


We noted previously that AMA dues will 
go up. This will take place in increments of 
ten dollars on January 1, 1962, and on January 
1, 1963, bringing the cost of membership to 
forty-five dollars. As there are one hundred 
and eighty thousand members, by 1963 the 
income of the Association will be increased by 
three million, six hundred thousand dollars, an 
increase of roughly twenty-two percent over 
the receipts in 1960 which totaled $15,960,539. 
Many of our readers do not realize that 
income-wise, the American Medical Association 
is big business, and make no mistake about it. 
That’s why competent management of its affairs 
is sO important in these troublous times. 
Another thing of interest brought out at this 
meeting of the AMA is that: 1) the President 
of the AMA during the past year has been 
away from his office ninety-five percent of the 
time, while the President-Elect was away from 
home seventy-five percent of the time. What 
a job! 


IV. Curious Things 


There are a number of curious things which 
come up time after time for action in the 
House of Delegates and which have absolutely 
nothing to do with the profession or practice 
of medicine. Among them is action on the 
amendment which keeps the USA out of the 
World Court, the so-called Connally amend- 
ment. We will quote from the recommendation 
to the House of Delegates from the Reference 
Committee On Legislation and Public Rela- 
tions: “We must be diligent to protect the 
freedom we enjoy in this country. For this 
reason, your reference committee urges the 
House to support the retention of the so-called 
Connally amendment. We can see little benefit 
to be derived from giving away the right to 
determine whether a particular issue is an 
internal affair or whether it should come under 
the jurisdiction of a World Court. On the 
other hand it is possible that such an action 
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could jeopardize the freedom of the American 
people.” 

Now this recommendation passed quickly 
in the House of Delegates. Historically, 
it deserves a bit of comment. Twenty-one 
years ago last May, your Editor was very 
influential in advising the Chairman of the 
Division of Medical Sciences of the National 
Research Council on the make-up of the first 
of the War Advisory Committees of the NRC 
to the Surgeon General of the Army and Navy. 
Subsequently, he participated actively with the 
Chairman, Dr. Lewis H. Weed, in selecting the 
members of all other major committees of that 
Division of the NRC. Those were the days of 
the “America-Firsters.” Your Editor was 
amazed at times with the philosophy of isoia- 
tionism which he encountered among physi- 
cians from the mid-west and in certain official 
echelons of the AMA during late 1940 and in 
early 1941. It is his considered opinion, based 
on a review of the situation at that time, that 
great credit should go to Dr. Morris Fishbein, 
then Editor of the JAMA, for his vision and 
leadership in weaning the Association and many 
mid-west physicians away from the America- 
First philosophy of isolationism. It is inter- 
esting, however, that traces of isolationism as 
evidenced by action of the House recommend- 
ing the retention of the Connally amendment 
still persist in the AMA. To us this is even 
more extraordinary when one considers the 
slavish devotion which the last three Admin- 
istrations, Republican and Democrat alike, 
have given to seeing that all disputes be sub- 
mitted to the United Nations, and to the whit- 
tling down of our influence and power in the 
General Assembly of that organization by 
hurrying to recognize politically and support 
admission to the United Nations of every small 
country from Israel (1948) to the Ivory Coast 
(August, 1961)! Currently, the present Ad- 
ministration is considering submitting the 
“Berlin Crisis” to the UN! 


V. Osteopathy 
Finally, we would like to report upon an 


action of the House of Delegates which should 
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be of interest to almost every doctor. It has 
to do with our relations with osteopathic 
doctors. The Reference Committee on Amend- 
ments to Constitution and Bylaws recom- 
mended the adoption of the following state- 
ment as American Medical Association policy: 

“1. There can never be an ethical relation- 
ship between a doctor of medicine and a 
cultist, that is, one who does not practice a 
system of healing founded on a scientific basis. 

2. There can never be a majority party and 
a minority party in science. There cannot be 
two distinct sciences of Medicine or two differ- 
ent, yet equally valid systems of medical 
practice. 

3. Recognition should be given to the transi- 
tion presently occurring in osteopathy, which 
is an evidence of an attempt by a significant 
number of those practicing osteopathic medi- 
cine to give their patients scientific care. This 
transition should be encouraged so that the 
evolutionary process can be expedited. 

4. It is appropriate for the American Med- 
ical Association to reappraise its application 
of policy regarding relationships with doctors 
of osteopathy, in view of the transition of 
osteopathy into osteopathic medicine, in view 
of the fact that colleges of osteopathy have 
modeled their curricula after medical schools, 
in view of the almost complete lack of osteo- 
pathic literature and the reliance of osteopaths 
on and use of medical literature, and in view 
of the fact that many doctors of osteopathy 
are no longer practicing osteopathy. 

5. Policy should now be applied individually 
at the state levels according to the facts as 
they exist. Heretofore, this policy has been 
applied collectively at national level. The test 
now should be: Does the individual doctor of 
osteopathy practice osteopathy or does he in 
fact practice a method of healing founded on 
a scientific basis? If he practices osteopathy, 
he practices a cult system of healing and all 
voluntary professional associations with him 
are unethical. If he bases his practice on the 
same scientific principles as those adhered to 
by members of the American Medical Asso- 
ciation, voluntary professional relationships 
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with him should be deemed ethical. 

6. There are several methods to evaluate 
the professional, ethical, and scientific compe- 
tence of practitioners of medicine. The con- 
stituent medical associations can use the same 
criteria to evaluate the professional, ethical 
and scientific competence of doctors of osteop- 
athy. It might be helpful in addition, to evalu- 
ate the professional and scientific competence 
of a doctor of osteopathy according to his 
professional education and the type of examina- 
tion given and license granted to him by the 
state in which he practices. It might be pos- 
sible to establish these standards through the 
development of state liaison committees of 
doctors of medicine and doctors of osteopathy. 
In some states it might be possible to initiate 
and complete negotiations for the elevation of 
the osteopathic schools to educational equiva- 
lence of medical schools according to stand- 
ards of the Council on Medical Education and 
Hospitals . . .” 

This statement of policy was approved by 
the House with very little change. What has 
happened since? The American Osteopathic 
Association, as would be expected, hit the 
ceiling. Its House of Delegates turned down 
recommendations from its board of trustees 
that the AOA continue its liaison with the 
AMA. It ordered a halt to all cooperative 
conferences with the AMA. It denounced the 
merger of physicians and osteopathic physi- 
cians in California as a “betrayal.” It asserted 
that the AMA is out to destroy osteopathy. 
Three more important actions were taken by 
the AOA House of Delegates: 1) the consti- 
tution of the Association was amended so as 
to make membership in it obligatory for all 
state osteopathic society members; 2) it voted 
to raise dues twenty-five dollars a year (total 
$100 per annum). This was done to make up 
for the financial loss suffered by the AOA 
when the California osteopathic physicians 
walked out, and to get money to resist the 
AMA invasion of their territory; and 3) it 
turned down a recommendation that would 
have required all trustees of colleges of osteop- 
athy to take an oath of loyalty to osteopathic 
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tenets. Well, the “battle” will be joined, but 
the outcome seems quite predictable. Osteop- 


We do not know just how many of our 
readers are familiar with the fact that Canada 
has an extensive tax-supported hospitalization 
program based on provincial supervision and 
taxes. At this year’s meeting of the Canadian 
Medical Association, Dr. R. MacGregor Par- 
sons, its retiring president, asked members of 
the Association to accept the fact that the 
majority of Canadians are attracted by the 
possibility that the Canadian government is 
eyeing a comprehensive medical-care insurance 
scheme in Canada, tax-supported and under 
governmental auspices. He inferred that it 
might become a fact in a shorter time than 
most people realize. He called upon physi- 
cians to help to keep governmental participa- 
tion in health plans to a minimum by trying 
by every legitimate means to increase medical- 
care coverage of Canadians through voluntary 
prepaid plans. An interesting point was that 
he was reported as saying, “Canadians have 
a right to consider that such a proposal (Com- 
prehensive Governmental Health Program) is 
in their long-term best interest. We may doubt 
this, but it would be the height of folly to 
deny that this public attitude exists.” To your 
Editor, this is a very sound statement and 
one which should be taken to heart in this 
country. It is madness to believe or say that 
in this developing welfare state of ours that 
an important and strong ground swell is not 
well developed in this country, relative to cer- 
tain aspects of tax-supported medical care. A 
little more than twenty-five years ago, this 
country was laughing at Dr. Townsend’s plans 
of “Ham and eggs and two hundred dollars a 
month for the aged.” Today, and we will take 


Not long ago, C. L. Sulzberger (New York 
Times, July 10, 1961) under the title of 
““Chicken’ Played with H-Bombs” wrote some- 
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Canadian Medical Association Problems 


“K” and “K” Play “Chicken” 


athy will go the way homeopathy did. Essen- 
tially out of existence. 


Newburgh, New York, as our example, a 
young woman who obviously has spent too 
much of her time looking at the ceiling rather 
than out of the window, may receive more 
money as a welfare recipient than some city 
employees of Newburgh are paid. And what 
happens when the officials of the town of 
Newburgh try to do something about it? They 
immediately incur the wrath of one of the most 
powerful and easily the wealthiest governor in 
the United States. Why? Because he really 
believes in the welfare state (at least for polit- 
ical purposes ). 

But let’s get back on the track. Another 
important development in Canada has been 
the appointment of a Royal Commission to 
investigate all aspects of medical care in Can- 
ada. There is nothing quite like a Royal Com- 
mission possible in this country, unless it be 
the set-ups under the Hoover Commissions. 
To begin with, Royal Commissions keep their 
investigations out of politics and only arrive 
at findings after very careful investigations and 
deliberations. 

Hence, the findings of a Royal Commis- 
sion carry real weight up and down the 
line. Naturally, comprehensive medical care 
will be among the most important subjects on 
the agenda of this Royal Commission. One 
other thing of interest relative to Canadian 
prepaid health plans. Some four million Can- 
adians (about twenty-two percent of the popu- 
lation) are now insured under plans sponsored 
by the Canadian Medical Association. Along 
the same line, roughly thirty-one percent of the 
population of the United States is now insured 
by Blue Cross. 


thing about “the Berlin crisis” which we hope 
will not have eventuated by the time you read 
this. If it has though, many of you won’t be 
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reading MEDICAL TIMEs. As Sulzberger points 
out, “the best time to halt trouble is before it 
gets started” but he goes on to say “that 
nobody yet involved in the gathering Berlin 
crisis seems ready to accept this evident logic.” 
In his opinion neither East nor West dare to 
show “signs of reason,” for if either one does, 
it will be considered evidence of “weakness.” 
His view is that we have been (and still may 
be witnessing) a game of “‘chicken’ played with 
nuclear implications.” In case you don’t know, 
“‘chicken’ . . . is the perverse and juvenile sport 
of driving two automobiles head-on at each 
other to see which driver flinches first,” i.e., 
“chickens” out! 

According to Sulzberger, Khrushchev got 
himself out on a limb in November 1958 when 
he announced that he would sign a separate 
peace treaty with East Germany in six months 
“If no new Berlin formula was arranged” 
within that time. Thirty-two months have 
passed and nothing has happened. “He, there- 
fore, fears that we don’t believe him when, as 
he told President Kennedy in Vienna, he prom- 
ises to move this year if we don’t accept a new 
arrangement.” Our government on the other 
hand “regard this technique as precisely the 
kind of threat under whose shadow we won't 
negotiate.” Here again, the fear on our side 
is that “if we express too much willingness to 
talk, Moscow will construe this as yielding.” 
So there we are, with the irresistible force 
rushing towards the immovable body. Khrush- 
chev feels that he has to “rattle his rockets” 
at us, and “threatens action of the most dan- 
gerous sort on the assumption that a United 


States not tough enough to smash Castro 
wouldn’t dare risk war on Berlin.” Your Editor 
is forced to say that the day President Kennedy 
and his advisors “chickened out” on the Cuban 
fiasco will plague us for years to come. 

On the other hand “the only way we feel 
we can impress him is by sternness.” At the 
time of this writing we have seen the effects of 
our “sternness” on Mr. K. The Administration 
announces a build-up in our armed forces, and 
the USSR ups the ante by many divisions, an 
orbital flight of seventeen times around the 
globe, and threats of our annihilation. The 
game of “chicken” is now in full progress. 

There is an assumption to date on both sides 
that no decision can be reached without a 
“crisis.” A corollary assumption held by both 
sides is that “when the crisis comes the oppo- 
nent will yield.” No one wants war, but as we 
are dealing with fallible men, who knows but 
that one may lose his nerve as the tension 
mounts. As Sulzberger points out so clearly: 
“This kind of strategy may be suitable to poker 
but it is scarcely wise when the onrushing auto- 
mobiles are filled with H-bombs.” What is the 
rest of the world doing? According to Sulz- 
berger “wringing their hands.” 

If the uncommitted East and West and all 
neutrals could form a “third party” in the UN, 
say under the leadership of Nehru or Quadros, 
and apply pressure, “‘an alternative to autumnal 
suicide for the world might be worked out.” 
It is our fervent hope that the “alternative” 
will be found and that all of our readers will 
at least have a chance to read this if they 
choose to! 
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Homer G. Phillips Hospital 


Affiliated with Washington University Medical School, 


this 600-bed municipal hospital offers unusual research 
opportunities. Its active outpatient and emergency units 


rH... G. Phillips is a munic- 
ipal hospital operated by the Department of 
Health and Hospitals of the City of St. Louis 
under the supervision of the Hospital Com- 
missioner. All services are ward type, there 
being no private nor semi-private patients. The 
physical structure of the institution is repre- 
sented by six well-equipped buildings which 
receive all types of diseases and injuries with 
the exception of communicable diseases. 

A new outpatient clinic building has now 
been completed where additional facilities have 
been provided for teaching purposes, and an 
auditorium for staff meetings and other scien- 
tific programs. Homer Phillips is a Class “A” 
General approved by the Council on Medical 
Education and Hospitals for the training of 
interns and residents. It is fully accredited by 
the Joint Commission of Accreditation of Hos- 
pitals and the American Medical Association. 

Homer Phillips Hospital is affiliated with the 
Washington University School of Medicine. 
The visiting staff is composed of representa- 
tives from Washington University and of in- 
dependent physicians not necessarily connected 
with this medical school. The School exerts 
control over the staff, in that the directorships 
of the clinical divisions are held by designated 
representatives. 

In addition to its training program for in- 
terns and residents, the hospital provides ap- 
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provide a broad range of experience for its house staff. 


proved schools of nursing, x-ray technicians, 
medical record library science, and laboratory 
technicians. 


The hospital has an extensive construction 
program in progress at the present time. Reno- 
vations are being made in the departments of 
Urology, Ophthalmology and Otolaryngology, 
Central Supply, along with establishment of a 
modern recovery unit in the Operating Suite. 

A small modern library is available to the 
house staff and visiting physicians. There are 
3,580 volumes and 125 journals. 


Supervisory Staff 

One of the unique features of the hospital 
is that in addition to the regular visiting staff, 
there are full-time supervisors on each of the 
services. All supervisors are diplomates of their 
specialty boards or are board qualified, and are 
outstanding men in their particular fields. They 
supervise and direct the house staff training 
program on their respective services; however, 
they do not interfere with the supervisory ward 
activities of the chief resident. 

The city hospitals of St. Louis have formed 
a corporation known as the Institute of Medi- 
cal Education and Research to conduct, spon- 
sor and further medical and dental research 
and education in behalf of the public hospitals 
maintained by the city. The funds to maintain 
this Institute have been provided by a city 
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RELIGIOUS 


There are two chapels, Protestant and 
Catholic, where services for patients and 
personnel are held weekly. The chaplains 
administer to the spiritual needs through 
counseling, religious services, prayer, scrip- 
ture, and the use of devotional literature. 


ordinance; fees are charged persons able to 
pay, and include services of attending physi- 
cians and dentists for medical and physical 
treatment. 

Interns and residents may apply for grants, 
or fellowships, and are permitted to use the 
$80,000 animal laboratory and operating 
room. Residents are able to attend outstanding 
medical meetings in their particular specialty 
with all expenses paid for the entire meeting. 
Guest lectures are invited at the expense of 
the Institute four times a year, rotating 
throughout the various services of the hospital, 
conducting ward rounds and formal discussions 
on clinical cases. 


Internships 


There are two types of twelve month intern- 
ships available, straight and rotating. Straight 
internships are available on all major services. 
In the rotating internships, assignments are ar- 
ranged so that each intern receives consecutive 
periods on Medicine, Surgery, Obstetrics-Gyn- 
ecology and Pediatrics. The remainder of the 
twelve months is spent on two or more spe- 
ciality services such as Ophthalmology, Oto- 
laryngology, Psychiatry, Anesthesia, Urology, 
Emergency, and Outpatient Clinics. Any intern 
interested in a particular specialty will be as- 
signed to the service of his choice. In addition, 
a basic course in pathology and radiology is 
provided for all interns and other house staff 
officers. 

Time is provided the intern for reading of 
current literature, recreation and rest. In order 
to afford more time for study and concentra- 
tion on examination and care of patients, a 
transcription unit is available for dictation of 
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histories, and ward technicians for the per- 
formance of routine laboratory procedures. 


Internal Medicine 


The Department of Internal Medicine, AMA 
approved for three years training, offers posi- 
tions for twelve first year residents, six second 
year assistant residents and four chief residents. 

The annual inpatient load varies from 3200 
to 3500, representing a wide variety of internal 
diseases. There are two services, male and fe- 
male, each having 60 beds with facilities for 
expansion to 75. 

Daily bedside teaching of the house staff is 
carried out by individual supervisors for each 
service. The supervisors are board eligible or 
board certified. Residents at all levels are re- 
quired to participate in clinic (outpatient) ac- 
tivities, representing all of the medical special- 
ties, i.c., cardiac, diabetic, hypertensive, chest 
and special follow-up. 

The formal teaching program consists of tri- 
weekly x-ray review sessions at which all radio- 
graphic studies performed within the depart- 
ment are reviewed, and a weekly departmental 
conference in which the attending and con- 
sultant staffs participate. 


Surgery 

The Department of Surgery is under the 
supervision of a director, an associate director 
and two supervisors—all diplomats of the 
American Board of Surgery, members of the 
American College of Surgeons and faculty 
members of Washington University. 

The larger volume of clinical and operative 
cases affords an excellent opportunity for 
gradually increasing responsibility for each of 
the four years of approved residency. There 
are 148 beds on the surgical floors and 13,844 
operations were performed during the year 
1959-60. 

The residency training program has been 
planned so that the house staff officers assume 
progressively increasing responsibility in per- 
forming operative procedures and administra- 
tion of pre- and postoperative care of patients. 
Affiliated with Washington University and the 
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Experimental animal operating room—lInsti- 
tute of medical education and researcn. 
Dr. George McClung, research 


fellow in Obstretics-Gynecology, 
discusses project with supervisor, 
Dr. William L. Smiley. 


Weekly conference held by 
Chief of Obstetrics-Gyne- 
cology, Dr. Seymour Monat. 
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HOMER PHILLIPS—ADMISSIONS AND CAPACITY 


Maximum Bed Capacity ................ 
Daily Average Number of Patients (including newborn) _. a, 
Total Hospital Admissions (including 3031 newborn) ................ 
Total Treatments in General Clinic ........ 
Total Receiving Room Treatments (including 20,133 admissions) ......_.. 
Daily Average Admissions (including 10 newborn)....................... 


Barnes Hospital, residents rotate through the 
surgical services on an exchange basis. 


Obstetrics-G ynecology 


The Department of Obstetrics-Gynecology 
offers board-approved training over a four 
year period. Four months of the second year 
are spent at the Washington University Med- 
ical School, Department of Obstetrics-Gyne- 
cology, half in the specialty clinics of sterility, 
endocrine and obstetrical complications, and 
the remainder in the Ob-Gyn surgical path- 
ology laboratory under the supervision of Dr. 
John E. Hobbs. 

Four residencies are available on the first 
year level, three on the second, three on the 
third, three on the fourth. After the first year, 
residents go forward on a columnar basis, 
contingent upon satisfactory performance. 
While it is not a requirement for residency ap- 
pointment, preference is given to applicants 
who have interned at Homer Phillips Hospital. 


Psychiatry 

The Department of Psychiatry at Homer G. 
Phillips Hospital is an integral part of the 
training for residents in psychiatry of the 
Washington University School of Medicine. 
The program is directed for the training of 
second and third year residents in psychiatry 
and for orientation in psychiatry for interns 
and residents in other specialties. Accredited 
for two years training by the AMA and the 
American Board of Psychiatry and Neurology, 
the program is divided into the following: 

© Outpatient Service 

¢ Inpatient Service 

© Consultation Service 


In the resident training program in psy- 
chiatry, emphasis is placed particularly on 
methods of interviewing, recognition of psy- 
chiatric diseases and methods of therapy, in- 
cluding psychotherapy and physical methods of 
treatment. 

Assistant residents are taught methods of 
managing a wide variety of psychotic and 
psychoneurotic patients. 


Pediatrics 

The Pediatric Service has 75 beds in the 
general pediatric wards, 49 bassinets for new- 
born infants, 25 incubators for prematures. 
Admissions to the service for 1960 were as 
follows: 

General Pediatrics, 3,055. 

Newborn Infants, 3,607. 

Percentage of occupancy, 97.83. 

Average daily admissions to entire service, 
8.36. 

Average daily attendance in general, special 
and premature clinics, 60 . 

This service is AMA and board-approved 
for three years of residency training. 

In addition to ward rounds with the visiting 
staff, the educational program consists of 
weekly grand rounds with the director of ser- 
vice; daily conferences on selected cases in 
the clinic with the director of service; weekly 
staff conferences, monthly clinical pathological 
conferences with the chief pathologist; weekly 
history meetings and weekly conferences at 
the St. Louis Children’s Hospital. 

The residency training program in Radi- 
ology and Nuclear Medicine at Homer G. 
Phillips Hospital is approved for three years. 
Residents who complete the three-year train- 
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ing program and an additional year of training 
or a year of practice are eligible to take the 
examinations of the American Board of Radi- 
ology in Radiology and Nuclear Medicine. 
Only those residents are accepted who plan 
to seek Board certification, and preference is 
given those residents who serve their intern- 
ship in this hospital. 

The Department of Radiology is equipped 
with conventional and numerous special diag- 
nostic and therapeutic x-ray machines and ac- 
cessories. The hospital owns 300 millicuries of 
Cobalt 60 and has free access to any required 
amount of radon from the municipal emana- 
tion plant. It also has radium available on loan 
from affiliated hospitals. The well-equipped 
Radioisotope Laboratory is located in the 
department. 

The department does a yearly average of 
40,000 radiographic procedures of all types, 
3,000 x-ray over 800 diagnostic and thera- 
peutic radioisotopic procedmes. This wealth of 
clinical material offers excellent training op- 
portunities. 

Five residencies are available, two on the 
first year level, two on the second year and one 
on the third year. 

The main laboratory is situated on the sec- 
ond floor of the administration building and 
occupies an overall air condition area of 4,000 
square feet, divided into sections of chemistry, 
bacteriology, parasitology and mycology, tissue 
preparation, serology and blood banking, of- 
fices and utility rooms. The autopsy room is 
on the basement level, the animal room is on 
the roof. 

The work load averages over 400,000 pro- 
cedures annually. Clinical tests are requested 
by house staff officers and the laboratory is 
geared so that results of most procedures are 
available on the same day. 

Technicians service the wards for the sim- 
pler procedures of urinalysis and admission 
blood counts. The house officers are not held 
responsible for doing laboratory work except 
when on call once or twice weekly at night. 

The Department of Otolaryngology is ap- 
proved for three years of training by the 
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American Board of Otolaryngology, American 
College of Surgeons and the Council on Med- 
ical Education and Hospitals. 

In the first year, the resident attends basic 
science course, lectures in anatomy. In addi- 
tion to the anatomy lectures, he performs 
temporal bone dissections. He also assists the 
assistant resident and chief resident in carry- 
ing out the diagnostic and surgical procedures 
on the ward cases. 

The second year resident, in addition to 
routine resident duties, receives special train- 
ing in diagnostic and therapeutic radiological 
procedures and is provided time for instruction 
in clinical pathology. 


Anesthesiology 


Two appointments are made annually. Ap- 
proximately 4,000 anesthetics are administered 
annually by the department. General anesthesia 
with a wide variety of agents, spinals and all 
varieties of regional blocks are employed. All 
accepted anesthetic techniques are used for 
general, thoracic, plastic, orthopedic, obstetr- 
ical, neurosurgical, gynecological, urological, 
ophthalmological, otolaryngological, and oral 
surgical procedures. 

The didactic program is closely integrated 
with that at Barnes Hospital. Two combined 
staff seminars are held weekly at Barns Hos- 
pital, daily clinical conferences, post- and pre- 
anesthesia rounds and weekly staff conferences 
are held at Homer G. Phillips. 

The outpatient department of Homer G. 
Phillips Hospital treats an average of 400 pa- 
tients a day, and 100,000 patients a year. 
This flow of patients is handled by a staff of 
38 well-trained physicians, 20 nurses and at- 
tendants, and 8 clerks. 

In addition to this, the resident staff is 
rotated through certain of the specialty clinics, 
broadening their knowledge in the handling 
of ambulatory patients. The outpatient depart- 
ment has 41 different clinics and 76 clinic 
sessions a week. This represents consultive 
clinics in all specialties. The wealth of clinical 
material is being utilized in several research 
projects. 
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A bill to permit you to set up 
your own trust fund—and avoid Federal taxes 
on income put into the trust—is currently be- 
ing considered by our lawmakers in Washing- 
ton. Although it is doubtful that any version of 
the Self-Employed Individual’s Retirement Act 
(Keogh bill) will pass in the final rush of this 
Congress, there is strong support for a measure 
which would give some tax deferment incentive 
to unincorporated businesses and professional 
persons. It would be similar to the present law 
which permits corporate owners and employees 
this tax relief opportunity. 

One thing appears certain, if the bill fails to 
get through this term, it will be introduced 
again next year. 


Annual Deduction 


As passed by the House, the bill provides 
that a self-employed individual who establishes 
a retirement trust, with a bank as trustee, can 
receive an annual income tax deduction of up 
to 10% of his net earnings or $2500, which- 
ever is less, when such amount is contributed 
to the trust. Total deductions for this purpose 
cannot exceed $50,000 during one’s lifetime. 
The Treasury Department has abandoned its 
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Tax Escape for 


Your Future Savings 


Here are the provisions of a proposed tax law, now before 
Congress, which would benefit physicians in private practice. 


JOSEPH ARKIN, C.P.A. 


previous outright opposition to this type of leg- 
islation. It now offers a counter-proposal which 
would bar self-employed persons with em- 
ployees from setting up tax-favored retirement 
plans for themselves alone, but would permit 
them to include themselves in qualified pension 
plans established for their employees, much as 
corporate owner-managers may do under pres- 
ent law. This would probably involve full-time 
salaried employees on your staff. 


Benefits 


How would you benefit if this proposed leg- 
islation becomes law? The tax benefits of such 
a trust are threefold: 


@ The taxpayer obtains a deduction on his 
present Federal income tax of the full amount 
of all income put into the trust (up to the lim- 
its set). 

@ All trust earnings, including capital gains, 
are tax free at the time they are realized by the 
trust account. 


@ When the assets are paid to the taxpayer, 
they are taxable. But, chances are he will be 
in a lower income tax bracket than he was be- 
fore. Also, he will have additional exemptions 
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20-YEAR SAVINGS PLAN 


Annual Income Saved 
Less tax @ 50% 
Net amount available for investment each year 
Income on investment (4% return) 


Less tax on investment income . . 


Net income on investment 


Gross estate accumulation at age 65* 


(*Assuming 4% return) 


WITHOUT WITH 
RETIREMENT RETIREMENT 
TRUST TRUST 
$ 2,500 $ 2,500 
$ 1,250 none 
coe $ 1,250 $ 2,500 
4% 4% 
50% none 


4% 


$77,423* 


for himself and his wife when he and his wife 
attain the age of 65. 

Spectacular benefits are envisioned by many 
supporters of the bill. Take the case of a 45- 
year-old, self-employed individual in the 50% 
tax bracket, who put $2500 annually into trust 
for a twenty-year period. (See table) 

The amount accumulated under the retire- 
ment plan would still be subject to income tax 
when it is finally paid to you according to pro- 
visions of the trust. However, as previously 
stated, the tax on this sum presumably would 
be lower because of the retired person being 
in a lower tax bracket. 
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Present plans would permit trust funds to be 
used for purchase of insurance annuity policies, 
mutual funds, as well as certain other “trust- 
type” investments. 

Doctors, other professional groups, and 
small business men owning unincorporated 
businesses, look forward to the passage of this 
legislation which would allow them to set aside 
retirement funds without payment of current 
taxes, just as is presently permitted corporate 
owners and employees under existing law. 

Participation in such a plant would be of 
increasing benefit to the doctor as his income 
approaches the 50% tax bracket. 
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After a night of deep, refreshing sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 
4 
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BY SPECIAL ARRANGEMENT 


STANDARD & POOR’S 


The world's foremost investment advisory service analyzes and 
projects business and market trends for Medical Times readers. 


STOCK MARKET ARISTOCRATS 


List of “Big Board” Issues with Long Record of Uninterrupted 
Quarterly Payments—Stocks Generally of Above-Average Quality 


The common stocks in the table on the next 
page have a distinguished record in that they 
have paid at least one cash dividend every 
single quarter for twenty years or longer, with 
some going back to the past century. While 
the rate of payment has varied at times in line 
with economic conditions, the ability of these 
companies to maintain, through good and bad 
times, an uninterrupted flow of quarterly pay- 
ments to shareholders is a strong indication of 
underlying strength. Stocks of this caliber 
should be included in every portfolio. 

This list, representing selections from a com- 
pilation by the New York Stock Exchange and 


covering only issues traded on that market, is 
not a comprehensive presentation of so-called 
long-term dividend payers. A number of stocks 
traded on other exchanges or over the counter 
would also qualify, especially banks and insur- 
ance companies. And, of course, some com- 
panies can boast of a long record of payments 
at least once each year, not necessarily on a 
quarterly basis. 

For more than three years, representative 
common stocks have yielded less than high- 
grade bonds as both institutional and individual 
investors have turned increasingly toward equi- 
ties as a means of participating in long-range 


SELECTED ISSUES BY TYPES 


Growth Stocks 
Addressograph-Multigraph Otis Elevator 
Amer. Machine & Foundry Plough, Inc. 
Edison Bros. Stores 
General Foods 
Intl. Business Mach. 
Minnesota Mining 


Low-Priced Stocks 
American Invest. of Ill. 
Duquesne Light 
Gen. Tel. & Electronics 
Lehigh Portland Cement 
Lone Star Cement 
Manhattan Shirt 


Yielding 4% or More 
American Can Bayuk Cigars 
Atlantic Refining Borg-Warner 


Talcott (James) 
Winn-Dixie Stores 


Natl. Fuel Gas 
Parker Rust Proof 
Texas Gulf Sulphur 
Toledo Edison 


Reynolds (R. J.) Tobacco 


Natl. Distillers & Chem. 


National Fuel Gas 
Norfolk & Western 
Oklahoma Nat. Gas 
Pacific Lighting 

Penick & Ford 
Pullman Inc. 

Richfield Oil 

Seaboard Finance 
Sinclair Oil 

Standard Oil (Indiana) 
Standard Oil (Ohio) 
Sunshine Biscuits 

Swift & Co. 

Timken Roller Bearing 
Union Pacific 

Union Tank Car 

U.S. Tobacco 

Van Raalte Co. 
Westinghouse Air Brake 
Yale & Towne 


Champion Spark Plug 
Columbia Broadcasting 
Consolidated Edison 
Continental Can 
Distillers Corp.-Seagrams 
Duquesne Light 

Eaton Mfg. 

General Motors 

Grant (W. T.) 

Intl. Harvester 
International Salt 
Kennecott Copper 
Kresge (S. S.) 
Libbey-Owens-Ford 
Liggett & Myers 
Link-Belt 

Lone Star Cement 

May Dept. Stores 
Melville Shoe 

Murphy (G. C.) 
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ano Paelects evsinees wanuet tatsos 
: ANALYSES OF SELECTED ISSUES 
INVESTMENT INTERPRETATIONS 
FROM COAST-TO-COAST 
GROWTH INDUSTRIES 
STANDARD & POOR'S 
corporation 


economic growth and as a protection against 
inflation. 

Common stocks backed by long dividend 
records are, as a general rule, inherently less 
speculative and also have greater stature than 
the average stock. There is, however, wide 


Addressograph-Multi .. 1935 20.90 103 0.9 
Air Reduction ....... 1917 2.50 75 3.3 


Allied Chemical ..... 1921 1.80 62 2.9 
Alpha Port. Cement .. 1935 71.50 32 4.7 
Alum. Co. of Amer... 1939 1.20 77 1.6 
Amerada Petroleum .. 1922 2.60 79 3.3 
American Bakeries ... 1925 2.40 44 $3 
American Can ....... 1923 2.00 44 4.5 
American Chicle . ... 1926 2.00 87 2.3 
Amer. Cyanamid ..... 1935 1.60 42 3.8 
Amer. Elec. Pwr. ..... 1910 71.88 69 2.7 
Amer. Home Prod. ... 1926 4.20 251 Pay 
Amer. Inv. of Ill. ..... 1931 1.00 25 4.0 
Amer. Mach. & Fndry. 1927 0.90 46 1.9 
Amer. Natural Gas ... 1904 1.20 44 ae 
Amer, Tel. & Tel. .... 1882 3.60 120 3.0 
American Tobacco ... 1921 2.80 99 2.8 
Anchor Hock’g Glass.. 1928 1.40 36 3.9 
Armstrong Cork ..... 1938 1.60 69 2.3 
Associates Invest. .... 1920 2.60 72 3.6 
Atlantic Refining ..... 1927 2.40 53 4.5 
Atlas Chemical ....... 1934 0.60 25 2.4 
1911 1.12 36 3.1 
Bayuk Cigars ........ 1936 2.00 42 4.8 
Beatrice Foods ....... 1936 1.60 70 2.3 
Beech-Nut Life Sav. .. 1903 1.80 77 2.3 
Bell & Howell ....... 1938 70.40 58 0.7 
Bendix Corp. ...... . 1939 2.40 66 3.6 
Beneficial Finance .... 1929 1.00 57 1.8 
Black & Decker ..... -. 1938 1.60 65 2.5 
Borden Co. ........ . 1924 1.50 61 2.4 
Borg-Warner ........ 1938 2.00 45 4.4 
Boston Edison Co. ... 1891 3.00 78 3.8 
Brown Shoe ......... 1923 2.80 89 3.1 
Buckeye Pipe Line .... 1912 1.80 46 3.9 
Burroughs Corp. ..... 1906 1.00 30 3.3 
C.LT. Financial ...... 1925 2.80 84 3.3 
Caterpillar Tractor ... 1933 1.00 41 2.4 
Cen. Hud. G. & E. ... 1903 1.00 32 3.1 
Cent. Ill. Light ....... 1920 1.52 43 3.5 
1922 1.85 47 3.9 


Champion Spark Plug 1934 1.80 43 4.2 
Cinn. Milling Mach. .. 1935 1.60 45 3.6 


Clark Equip. ......... 1939 1.20 38 3.2 
Cleve. Elec. Illum. .... 1912 2.00 64 3.1 
Cis 1922 1.20 52 2.3 
Cluett, Peabody 2.75 71 3.9 
Columbia B’dcast. .... 1931 71.40 35 4.0 
Combust. Engineer. .. 1912 1.20 31 3.9 
Commercial Credit ... 1933 1.60 54 3.0 
Commonw. Edison ... 1890 22.00 93 2.1 
Con, Edison ......... 1891 3.00 75 4.0 
Container Corp. ...... 1936 0.80 26 3.1 


1 Includes actual or possible extras. 2 Plus stock. 


Dividend Payers Every Quarter for 20 Years or Longer 


3 Includes Standard Oil (N, J.) stock. 


variation within the group, reflecting the di- 
versity of industries. Some lines are charac- 
terized by stability, others by steady growth, 
and still others by wide cyclical fluctuations. 
Selections for various purposes are listed be- 
low. 


Continental Can... .. 1923 1.80 43 4.2 
Continental Oil .. ... 1935 1.70 54 3.1 
Corn Products ....... 1919 1.20 58 2.1 
Corning Glass ..... 2.00 165 1.2 
Crown Zellerbach _... 1937 1.80 60 3.0 
Cunningham Drug St... 1937 1.90 33 5.7 
Detroit Edison ....... 1909 2.20 58 3.8 
Diamond Alkali ...... 1940 1.80 72 2.5 
Diamond National ... 1937 1.60 45 3.5 
Distill’s Corp.-Seag. .. 1937 1.70 42 4.0 
Dow Chemical ....... 1912 71.60 85 1.9 
du Pont de Nemours .. 1905 6.75 229 2.9 
Duquesne Light ...... 1913 1.18 29 4.1 
Eastman Kodak ...... 1902 2.25 104 2.2 
ain 1939 1.80 37 4.9 
Edison Bros. Stores ... 1934 22.00 85 23 
Elec. Storage Bat’ry. .. 1901 2.00 56 3.6 
El Paso Nat. Gas ..... 1936 1.30 27 4.8 
Ex-Cell-O Corp. ..... 1936 1.50 40 3.7 
Family Finance ...... 1929 1.80 55 3.3 
Federal-Mogul-Bower . 1936 1.40 36 3.9 
Fed. Dept. Stores ..... 1931 1.10 49 2.2 
Firestone Tire ....... 1924 71.00 48 2.1 
First Natl. Stores ..... 1914 2.50 71 3.5 
Fae Cee . 1935 1.40 82 1.7 
Freeport Sulphur ..... 1927 1.20 33 3.6 
General Cigar ....... 1910 1.20 35 3.4 
General Electric ...... 1899 2.00 75 2.7 
General Finance ..... 1938 1.40 43 3.3 
General Foods ....... 1922 1.60 93 1.7 
General Mills ........ 1928 1.20 38 3.1 
General Motors ...... 1923 2.00 47 4.3 
Gen. Tel. & Elec. .... 1937 0.76 235 ES 
Geneseo, Int. 1932 1.60 38 4.2 
Goodyear Tire & Rub. 1939 70.90 45 2.0 
Great Atlantic & Pac... 1920 21.40 57 2.4 
1936 71.20 39 3.1 
Harbison-Walker ..... 1939 1.80 51 3.5 
Hercules Powder ..... 1913 1.30 104 1.3 
Hershey Choc. ....... 1930 400° 179 2.2 
Household Finance ... 1926 71.20 55 2.2 
Houston Lt. & Powr.. 1923 1.60 115 1.4 
Idaho Power ......... 1933 1.00 35 2.8 
Ideal Cement ........ 1934 0.80 30 2.7 
Indianapolis Pr. & Lt... 1940 1.90 62 3.1 
Ingersoll-Rand ....... 1919 4.00 89 4.5 
Inland Steel ...... .. 1934 1.60 46 3.5 
Intl. Bus. Mach. ..... 1916 2.40 548 0.4 
Intl. Harvester ....... 1910 2.40 54 4.4 
Intl. Nickel of Can. .. 1934 1.60 83 1.9 
1929 4.50 105 4.3 
1914 1.80 35 §.1 
Iowa Power & Lt. .... 1916 1.60 42 3.8 


Continued on page 119a 
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FOR YOUR PATIENT WITH DEPRESSION 


® 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 
¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia ¢ followed by control of 


underlying depression 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


@ a single agent (not a combination of compounds) 


e effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 
M s) 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


4 q 
INJECTION 


SYMPOSIUM ON DEPRESSION 


with Special Studies of a New EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 


DUNLOP, EDWIN: 


The treatment of f J 
depression in use ulness in reducing tension, agitation and anxiety, as well as 
P “ in relieving the depressive quality of the illness. Amitriptyline 
private practice. appears... to combine better than any other antidepressant drug 


the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“,.. Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


BENNETT, DOUGLAS: “In those cases showing a good response, early and dramatic 
Treatment of improvement in sleeplessness resulted and many patients noted 
depressive states a feeling of relaxation. The ability of some patients to reduce their 

=p sic . night sedatives after only a month’s treatment was unique in my 
with amitriptyline. experience of the treatment of depression.” 


SAUNDERS, JOHN C.: “Its primary action in hospitalized psychotics is antidepressive; 
Antidepressives: the this along with its very low rate of side actions make it a drug of 
ith of affective th potentially frequent application in a broad spectrum of neuro- 
pith of atrective therapy. psychiatric diseases.... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 

gizer, we suggest that amitriptyline alone be given prior to 

combination therapy, as this drug is easier and safer to administcr 

and produces a significant improvement in a high percentage 
of cases (60-75).” 


OSTFELD, ADRIAN M.: “Finally, it appears that amitriptyline in the doses employed here 
Effects of an anti- is relatively effective in depressed states of neurotic proportions. 
depressant drug on tests Its freedom from severe side effects in doses that are therapeu- 
of mood and perception tically effective seems established in this patient population.” 


NEW YORK, 
Mancu 4, 1961 
| 
3 
‘ 


(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
Acritique of generally speaking, those of amitriptyline cause less subjective 
antidepressants. discomfort in patients than those of imipramine. 


“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


4 
40 40 = 40 
ISOCARBOXAZIO 
=. 
WSOCARBOXAZIO. 
IMIPRAMINE 
20 AMITRIPTYLINE 20 


EXCERPTS FROM A 
SYMPOSIUM ON A i 
DEPRESSION J 


(continued) AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 
Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 
chemotherapy ratory reports for the most part remained within normal limits. 
(amitriptyline) Occasionally, abnormal readings were reported, but these 

, appeared only sporadically and were not related to any clinical 
of anergic states, findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'.2,3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and-clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients réquire folir to six week$ of therapy béfore obtaining antidepressant 
response. For the a latory patient thé dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosag® up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., inc., WEST POINT, PA. 


ELAVIL 1S A TRADEMARK OF MEROK & CO., ING. | 
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Jewel Tea 
Johns-Manville 


Kan. Cty. Pwr. & Lt. .. 


Kans. Gas & Elec. .... 


Kellogg Co. 
Kennecott Copper 
Kimberly-Clark 
Kresge (S. S.) . 
Kroger Co. 


Lehigh Port Cement 


Lehman Corp. . 
Libbey-Owens-Ford 
Liggett & Myers 
Lily-Tulip Cup 
Link-Belt Co. 


Lone Star Cement .... 
Louisville Gas & El. .. 


Mecy (R. ....... 
Mallory (P. R.) 
Manhattan Shirt ..... 
Masonite Corp. ...... 
May Dept. Store 
McGraw-Edison 
McGraw-Hill Pub. 
Melville Shoe 
Minn.-Honeywell 
Minn. Mining ..... 
Monsanto Chem. .... 
Montana-Dak. Util. 
Montana Power 
Montgomery Ward ... 
Murphy (G.C.) Corp. . 
Natl. Biscuit ......... 
Natl. Cash Register .. 
Natl. Dairy Prod. .... 
Natl. Distillers ....... 
Natl. Fuel Gas ... 
Natl. Steel Corp. . 
Newberry (J. J.) ...... 
Nopco Chemical 
Norfolk & Western ... 
Northern Nat. Gas ... 
Oklahoma Nat. Gas .. 
Olin Mathieson 
Otis Elevator ..... 
Outboard Marine 
Owens-Ill. Glass ..... 
Pacific G. & E. ... 
Pac. 
Pac. Tel. & Tel. ...:. 
Parker Rust Proof . 
Penick & Ford ....... 
Penney (J. C.) .. 
Pennsalt Chem. ...... 
Peoples Drug Stores .. 
Peoples Gas Lt. ...... 
Pet Milk 
Phelps Dodge ... 
Phila. Electric 
Philip Morris Inc. .... 
Phillips Petroleum .... 


Joy Manufact. 
KVP Suth’rland Pap. . 


——Dividends—— 
riy 1Curr. 
ents Ra 
($) 
1928 1.60 
1935 2.00 
1929 2.00 
1934 1.40 
1937 2.32 
1934 1.68 
1939 1.25 
1934 5.00 
1935 71.80 
1933 1.60 
1910 1.10 
1936 1.00 
1930 0.54 
1934 2.55 
1912 5.00 
1929 1.00 
1913 2.40 
1934 1.00 
1937 LS 
1927 2.00 
1938 71.40 
1934 70.70 
1935 71.20 
1911 2.20 
1934 1.40 
1939 0.60 
1917 1.60 
1933 2.00 
1916 0.70 
1928 71.00 
1937 1.20 
1935 1.12 
1938 1.00 
1929 2.30 
1899 2.80 
1934 1.20 
1924 2.00 
1935 1.20 
1903 1.20 
1906 3.25 
1908 3.00 
1928 2.00 
1937 71.00 
1910 5.00 
1936 1.50 
1939 1.40 
1926 1.00 
1911 1.50 
1937 0.80 
1907 2.50 
1919 2.80 
1909 2.40 
1925 1.14 
1927 1.50 
1929 2.50 
1930 1.50 
1913 0.70 
1928 2.00 
1939 3.00 
1933 1.00 
1936 3.00 
1913 1.20 
1928 3.60 
1934 1.70 
2 Plus stock. 


1 Includes actual or possible extras. 
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Recent 
Price 


68 
67 
40 
37 
75 
61 
72 
83 
80 
33 
30 
26 
30 
55 
95 
48 
52 
24 
63 
62 
53 
25 
30 
55 
37 
34 
32 
149 
76 
56 
34 
38 
30 
46 
78 
111 
70 
27 
28 
89 
98 
43 
47 
101 
37 
33 
50 
75 
20 
72 
85 
57 
46 
28 
59 
49 
40 
95 


59 
59 
32 
101 
581 


% Includes Standard Oil (N. J.) stock. 
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Pillsbury Co. 
Pitney-Bowes 


Pitts. Plate Glass ..... 
Potomac Elec. Power. . 
Procter & Gamble ... 


Pub. Serv. E. & G. . 
Pullman Inc. 


Quaker Oats ......... 


Raybestos-Manhat. 


Reynolds (R. J.) ..... 


Richfield Oil ...... 
Safeway Stores ... 

St. Joseph Lead .. 
San Diego G. & E. 
Scott Paper .. ... 
Seaboard Finance . 
Sealbright-Oswego 
Sears, Roebuck 
Shattuck (Frank G.) .. 
Sinclair Oil 
So. Calif. Edison .. 
Stand. Oil Calif. .. 
Stand. Oil (Ind.) .. 
Stand. Oil (Ohio) .. 
Starrett (L. S.) ... 
Stauffer Chemical .... 
Sun Oil 
Sunbeam Corp. 
Sunshine Biscuits . . 
Swift & Co. ... 


Talcott (James) 


Texas Gulf Sulphur .. 
Thompson, Ramo W. . 
Timken Roller Bear. .. 
Toledo Edison ... 
Trane Co. ...... 
Union Carbide _... 
Union Electric ....... 
Union Oil of Calif. ... 
Union Pacific R. R. ... 
Union Tank Car ..... 
United Biscuit 
United Carbon ....... 
United Shoe Mach. ... 
U. S. Gypsum ... 

VU. S. Tobacco 

Van Raalte Co. .... 
Walgreen Co. ...... 
Walker (H.) Good .... 
Washington Gas Lt. .. 
W. Va. Pulp & Pap. .. 
Western Auto Supply 
Westing. Air Brake ... 
Westinghouse Elec. ... 
Whirlpool Corp. 
White (S. S.) Dental .. 
Winn-Dixie Stores .... 
Woolworth (F. W.) .. 
Wrigley (Wm.) Jr. .... 
Yale & Towne 


Dividend Payers Every Quarter for 20 Years or Longer 


ly 1Curr. 
Payments Rate 
($) 

1927 1.50 
1934 0.72 
1899 *2.20 
1931 1.10 
1921 1.44 
1898 1.40 
1920 2.00 
1867 2.00 
1922 2.20 
1898 3.40 
1918 3.00 
1937 1.80 
1927 1.50 
1934 1.00 
1909 1.20 
1926 2.20 
1935 1.00 
1936 1.40 
1936 1.40 
1925 70.50 
1936 2.00 
1910 *2.60 
1936 *1.25 
1912 2.00 
1913 92.03 
1936 2.50 
1935 0.80 
1915 71.20 
1912 71.00 
1933 1.70 
1927 4.40 
1934 1.85 
1936 0.90 
1903 71.60 
1921 1.00 
1938 1.40 
1921 2.40 
1922 0.70 
1935 70.90 
1918 3.60 
1918 1.80 
1916 *2.00 
1907 1.60 
1919 1.60 
1928 1.00 
1933 *2.00 
1905 2.75 
1919 3.00 
1940 3.00 
1919 1.35 
1935 71.20 
1933 71.60 
1936 2.00 
1885 2.40 
1895 1.20 
1928 1.40 
1894 1.20 
1935 1.20 
1929 1.40 
1933 71.80 
1937 0.72 
1913 2.50 
1911 4.50 
1904 1.50 


2 
——Dividends——— 
I | Yield Recent Yield 
Price Ge 
_ 
‘ 5.0 68 3.2 
P| 3.1 44 3.3 
es 2.7 100 1.4 
: 1.7 59 3.4 
2.2 84 2.6 
48 75 4.5 
3.8 44 4.1 
1.8 56 2.7 
4.6 33 3.0 
5.3 35 3.4 
119 1.8 
4.6 23 43 
42 43 3.2 
3.2 22 2.3 
2.6 40 5.0 
2.8 78 3.3 
4.0 42 3.0 
4.0 52 3.8 
3.8 51 4.0 
1.8 55 4.5 
5.0 21 3.8 
1.3 53 2.3 
q 0.8 55 1.8 
1.8 54 3.1 
3.5 112 3.9 
2.9 43 4.3 
; 3.3 53 1.7 
5.0 55 2.9 
3.6 26 3.8 
1.1 61 2.3 
2.8 58 4.1 
4.4 23 3.0 
43 86 1.0 
7 3.6 140 2.6 
3.1 48 3.7 
: 4.6 54 3.7 
22 35 4.6 
4.9 38 42 
4.1 36 2.8 
4.2 79 2.5 
2.0 68 4.0 
2.0 98 3.1 
. 4.0 85 3.5 
2.7 31 43 
3.3 24 5.0 
4.2 61 2.6 x 
2.5 52 3.8 
ve 5.4 74 3.2 
= 4.2 38 3.1 
3.1 49 2.8 
1.7 28 43 
4 4.5 45 2.7 
3.1 30 4.7 
Bear 1.7 48 3.7 
es 5.1 36 2.0 
3.7 74 3.4 
.% 3.6 129 3.5 
= 33 4.5 


Few groups have failed to participate in the 
renewed surge of the stock market since mid- 
July, but investor preferences have been quite 
mixed. In general, better-grade issues have 
been favored over the more highly speculative 
situations. Another encouraging sign is that 
there has been no noticeable reawakening of 
interest yet in high-flying glamour stocks. 

Cyclical stocks have been in somewhat 
stronger demand, but the shift has been spotty. 
Auto trucks, chemicals, coal, paper, textiles, 
tires, and rails recently have been outperform- 
ing the market, while aluminum, autos, electric 
equipment, machine tools, machinery, and steel 
are still lagging. 

Good buying is still taking place in defensive 
issues, notably electric utilities, natural gas 
distributors, cigarettes, small loan companies, 
canned foods, packaged foods, confectionery, 


QUALITY STOCKS STILL IN DEMAND 


Appeal of Stock Groups Measured Against the Market 


food chains, and banks. On the other hand, 
biscuit bakers and dairy products are down 
from their record highs. 

We would expect the cyclical issues to com- 
mand greater attention as the business upturn 
reaches a more dramatic phase. These stocks 
not only are quite reasonably priced, but also 
stand to benefit most importantly from the re- 
surgence in corporate profits. 

At this time, we are upgrading our relative 
market position ratings for aircraft manufac- 
turing and paper, both of which are now be- 
lieved to offer above-average possibilities. Also, 
the deflated cane refiners group is moved out 
of the Least Attractive category. On the other 
hand, group standings are being lowered for 
soft drinks and industrial machinery. A similar 
change is being made for steel, because of 
dimmed prospects for price increases. 


Presented below is our appraisal of the performances likely to be turned in by leading stock groups 
relative to the general market over the next six months or so. The objective should be to switch 


Most Favorably Situated Defensive Issues 


Aircraft Manufacturing Banks 
Aluminum Biscuit Bakers 
Automobiles Confectionery 
Auto Trucks Corn Refiners 
Chemicals Dairy Products 
Elec. Household Drugs 

Appliances Finance Companies 
Insurance (Casualty) Foods—Packaged 
Insurance (Fire) Natural Gas Distributors 
Mach. (Const. & Matl. Retail Trade 

Hand.) (Food Chains) 
Machinery (Steam Gen.) Small Loan Companies 
Metal Fabricating Telephone 


Tobacco (Cigarettes) 
Utilities (Electric) 


Office Equipment 

Oil (Crude Producers) 
Oil (Integrated Domestic) 
Oil (International) 


Paper Least Attractive 

Railroads 

Retail Trade Bread & Cake Bakers 
(Dept. Stores) Carpets & Rugs 

Sulphur Gold Mining 

Textile Weavers Lead & Zinc 


Tires & Rubber Goods 
Truckers 


Vegetable Oils 
Sugar (Cane Producers) 


out of the least attactive categories into those expected to make a more favorable market showing. 


Average 

Air Transport Machinery (Agricultural) 
Apparel Machinery (Industrial) 
Auto Parts Machinery (Oil Well) 
Brewing Machinery (Specialty) 


Meat Packing 

Motion Pictures 

Natural Gas Pipe Lines 
Publishing 

Radio-TV Broadcasters 
Radio-TV Manufacturers 
Rail Equipment 


Building (Cement) 

Building (Heat., Air 
Cond. & Plumbing) 

Building (Roof. & 
Wallboard) 

Coal (Bituminous) 

Containers (Metal & 


Glass) Rayon & Acetate Yarn 
Containers (Paper) Retail Apparel Chains 
Copper Retail Trade (Mail Order) 
Distilling Retail Trade 
Electrical Equipment (Variety Chains) 
Electronics Shoes 
Fertilizers Soaps 
Flour Millers Soft Drinks 
Foods—Canned Steel 


Sugar (Beet Refiners) 
Sugar (Cane Refiners) 
Tobacco (Cigars) 


Insurance (Life) 
Investment Companies 
Machine Tools 
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acts directly on 

peripheral arterial walls... 
produces gradual, 
sustained vasodilatation 
without disturbing 
hemodynamics 


CYCLOSPASMOL 


CYCLANDELATE 
in peripheral vascular disease 


Cyclospasmol is more effective in the treatment of 
arteriosclerosis obliterans and for the relief of inter- 
mittent claudication than sympatholytic and adren- 
ergic blocking agents, because it acts directly on the 
arterial musculature. 


@ does not produce tachycardia, syncope or hypo- 
tension—may be used with safety in most patients 
having cerebral and coronary vascular diseases. 


@ dilates the deeper arteries as well as the superficial 
vessels to improve blood flow to the extremities. 


@ orally effective; produces a gradually increasing 
vasodilatation—aids in the healing of trophic leg 
ulcers. 

Dosage: Usual dosage is two tablets (200 mg.) four 
times daily. Dosage range is from one to three tablets, 
q.i.d. Continued therapy and individualized dosage, 
depending upon response, is necessary for maximum 
effectiveness. Supply: 100 mg. tablets, bottles of 100. 


References: 1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670, 1959. 2. Leslie, Robert E.: Effects of Cyclan- 
delate (Cyclospasmo!®) In Treatment of Circulatory Disturbances, 
Tex. J. Med. 56:352-356, 1960. 3. Popkin, R. J.: Combined 
Vasodilator Therapy in Peripheral Vascular Diseases, B- Am. 
Geriatrics Soc. VIII: 638-643, 1960. 4. Van Wijk, T. W giology 
4:103, 5. Gillhespy, R. O.: Brit. M. J. 1548, Gil- 
Ihespy, R. O.: Angiology 7:27, 1956. 


Professional literature and samples available on request 


IVES IVES-CAMERON COMPANY 
New York 16, N. Y. 


*Trademark 
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IN PEPTIC ULCER AND HYPERACIDITY 
with associated TENSION and NERVOUSNESS 


suppresses gastric acid secretion at the parietal cell level 


decreases gastrointestinal hypermotility 


relieves nervousness and tension 


NACTISOL combines: 


NACTON® 4 mg. _ new inhibitor of gastric acid secretion and hypermotility 


poldine methyisulfatet 
reduces the total output of gastric HC] by about 60%”! 
plus 


BUTISOL sopium® 15 mg. **daytime sedative” with highest therapeutic 


butabarbital sodium 


index? (highly effective, minimal side effects) 
smooth, predictable sedation of 6 hours’ duration 


e Side effects with NACTISOL therapy have been minimal.** 


N ACTISOL. ..in scored, yellow tablets—bottles of 100 
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a —chief cell 
(pepsin-producing). 


Typical gastric 
secretory gland. 


b — parietal cell 
(acid-producing). 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


1. Douthwaite, A. H.: The Development of the Treatment of Duodenal 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (December) 1958. 


2. Batterman, R. C., Grossman, A. J., Leifer, P., and Mouratoff, G. J.: 
Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 


Ref erences (October) 1959. 


3. Steigmann, F.: Clinical Report to McNeil Laboratories. 
4. Lorber, S. H.: Clinical Report to McNeil Laboratories, December 6, 1960. 
5. Rider, J. A.: Clinical Report to McNeil Laboratories. 


MCNEIL wenen casoraronies, inc., Fort Washington, Pa. 


*Trademark 
TU. S. Patent 
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High Tissue and 
Blood Levels 


High blood levels produce anti- 
bacterial activity in deep tissue 
at the focus of infections. 
SULFosE contains three independ- 
ently soluble sulfonamides to 
help protect against crystalluria. 


SERVICE 


Efficacy 
and 


Hconomy 


in 
Sulfa 
Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e@ SULFOSE is economical 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 


Sulfamethazine) 


For further information on limitations, administration, 
and prescribing of SULFOsE, see descriptive literature or 
current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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a combination / an effective, 


antihistamine of decongestants safe expectorant cough suppressant | 
with for effective ‘| to increase 1\\ for those patients ‘ 
minimal side wide-range respiratory tract | who need 
effects ( fluid \ ate potency 


what most coughers need 
now in a single teaspoon (5 cc.) 


the antihistamine 
most likely to succeed 


two highly approved 
decongestants 


the expectorant that 
works best 


additional cough 


suppressant action 
(in Dimetane Expectorant-DC) 


Dimetane Expectorant with Codeine Phosphate 


pectorant- 


_A.H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


| 
— 
‘arabromdylar 
pe 
“10mg /5 cc. 
AN 


TEN FAVORED STOCKS PRICED UP TO $15 


Classed Among the More Promising Issues in the Strictly Low- 
Priced Bracket—Some of Good Quality—Others More Speculative 


Low-priced stocks are popular with many 
investors, especially those with limited capital. 
Their appeal stems from the fact that percent- 
age gains usually are larger than on issues in 
the high price brackets. Also, a broader de- 
gree of diversification is made possible. 

Although the rise in the general market has 
reduced the number of desirable commitments 
in the low-priced field, the following issues, all 
in the range up to $15 a share, are still be- 
lieved to be well situated. These stocks are 
recommended for new commitments or as re- 
placements for situations with less promising 
prospects. American National Insurance and 
United Corp. are of good quality; the others 
are speculative in varying degrees. 

AMERICAN NATIONAL INSURANCE — AI- 
though this is the eighth largest stock life 
insurance company in the country, the shares 
are still not too widely known, as a broader 
maiket has been developed only recently. The 
Moody Foundation of Texas owns over 60% 
of the outstanding stock. Record of growth 
has been distinctly favorable. The company 
added its fourth $1 billion of life insurance in 
force in just three years and the fifth $1 billion 
in only two years. Adjusted conservatively for 
equity in the increase in life insurance in force, 
earnings were $0.52 a share in 1960, up from 
$0.48 in 1959, and should rise above $0.60 
this year. Dividends of $0.04% quarterly will 
be supplemented with a $0.02 extra payable 
December 15, 1961. Long-term growth pros- 
pects fully justify a constructive attitude toward 
these shares, which may well increase in popu- 
- larity as the investing public becomes more 
familiar with this situation. 

AURORA PLASTICS is a leading manufacturer 
of plastic hobby kits. Sales growth in recent 
years has been rather impressive, but nonre- 
curring costs in connection with plant expan- 
sion and sizable expenditures for new molds 
have restricted earnings. However, improved 
results are indicated for the current year. Model 
Motoring kits, which were developed in late 
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1960, are now being distributed nationally and 
other new modeling kits are being introduced. 
The Model Motoring kits, which may be inte- 
grated with HO scale train sets, appear to have 
given the company a sizable jump on competi- 
tion and should bolster sales during the impor- 
tant holiday season. Meanwhile, margins will 
be aided by considerably lower mold costs, and 
earnings for 1961 could rise to around $0.50 
a share from $0.33 last year. To conserve 
cash for expansion needs, 5% in stock was 
paid in July, whereas $0.05 quarterly was paid 
in 1960. Since extraordinary expenses appear 
to be diminishing and sales continue to rise, 
the shares have speculative appeal at current 
levels. 

CALLAHAN MINING—As pointed out in the 
table on Page 140a, this stock has appeal as a 
speculation on an increase in silver prices. 

ELLIOTT-AUTOMATION LTD.—This com- 
pany is regarded as one of the United King- 
dom’s outstanding growth situations. Repre- 
sentation can be obtained through the Amer- 
ican Depository Receipts, traded over the 
counter. 

GENERAL DEVELOPMENT—This integrated 
land ‘development, finance, and utility company 
sells homesites in Florida and also builds 
houses. Its largest community is Port Char- 
lotte covering over 90,000 acres with 40 miles 
of natural waterfront. Homesites are sold 
nationally on installment terms. Present con- 
tracts total over $100 million and are growing 
at 30-40% annually. Since 1957 the company 
has sold over 125,000 homesites which will 
become fully paid up and available for home 
construction over the next several years. Mean- 
while, interest income, receipts from house 
sales, and utility revenues have been growing 
at better than 40% annually. Earnings in 
1960 were depressed as a result of shifting 
emphasis from homesite sales to houses, but 
profits this year should score a sharp rebound 
to between $1.30 and $1.40 per share. Over 
the longer term finance and utility income will 
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EARNINGS $ PER SHARE———————_ PD. INDIC. 1961 APPROX. YIELD 
1956 1957 1958 1959 1960 E1961 SINCE RATE PRICERANGE PRICE % 
§AMER. NATL. INSURANCE .. 0.38 #%O5S1 0.54 048 0.52 0.60 1923 020 15 -7% 16 
e AURORA PLASTICS ............ O42 O57." O33 0.50 1959 13%- 6% 10% 
*CALLAHAN MINING ........... 0.06 0.13 0.08 0.17 0.17 0.25 Nil T%- 4% 7 
... ... 70.081 70.117 70.045 5%- 3% 4% 
@GENERAL DEVELOPMENT ...... 0.16 0.37 1.07 1.40 0.91 1.35 Nil 18 -10% 15% 
KAISER INDUSTRIES ........... 0.72 0.70 O58 061 0.21 Nil 13%- 8% 11% 
§$NaTIONAL Homes CL. A&B .. 0.62 0.53 0.86 0.42 0.29 0.50 1947 17%- 9% i11 
1.64 0.97 0.51 1.00 *d0.03 26%- 9% 10% 
*SaN DiEGO IMPERIAL ........._... 0.25 035 0.62 0.60 0.80 14%- 7% 13% 
26. O24 “O24 790.21 1949 9%- 7 9 


STATISTICAL 


BACKGROUND OF SELECTED LOW-PRICED STOCKS 


—DIVIDENDS $— 


1.3 


3.9 


*Listed on New York Stock Exchange. e American Stock Exchange. §Over the counter. E—Estimated. d—Deficit. 45% in stock 


paid July 25, 1961. *Net after British tax. *2% stock paid May 1, 1961. ‘After nonrecurring charge of $0.08. "14 share Teleregister 
Corp. June 7, 1961. *5% in stock paid Dec. 20, 1960. "Fiscal year ended Mar. 31. *Dividend tax free. "Excluding net realized gain on 


investments. 


provide an increasing share of earnings. Divi- 
dends are still some years off, but the stock 
offers an excellent capital gains potential. 

KAISER INDUSTRIES is a broadly diversified, 
highly leveraged industrial enterprise. In addi- 
tion to manufacturing the “Jeep” and other 
utility vehicles, the company conducts a large 
engineering and construction operation, makes 
aircraft components and electronics items, pro- 
duces plumbing fixtures, and engages in real 
estate development. Stock interests in Kaiser 
Steel (80% owned), Kaiser Aluminum & 
Chemical (42%), and Permanente Cement 
(39% ) have a market value in excess of $400 
million. A deficit of $0.08 a share was re- 
ported in the first half of 1961, but prospec- 
tive improvement in manufacturing operations 
and the possible recovery from the Government 
of a substantial part of losses incurred on joint 
construction ventures on missile bases bolster 
the second-half outlook. Earnings were $0.21 
a share in 1960. The stock, selling at a sizable 
discount from asset value, could prove to be 
a rewarding speculation. 

NATIONAL Homes, the largest manufacturer 
of factory-made houses, was able to increase its 
sales at a much faster rate than the rise in 
housing starts in the U.S. in the past decade. 
The company added a number of new fran- 
chised builder-dealers in the early months of 
1961, increasing the sales potential. Sales of 
houses declined in 1960 and in the earlier 
months of 1961, as consumers were more hesi- 
tant. However, the recent pickup in the home 


market is expected to bring considerably better 
sales comparisons. Despite the loss of some 
$0.07 a combined A and B share in the first 
six months, 1961 earnings are tentatively esti- 
mated at $0.50 a share, up from $0.29 a year 
earlier. The annual dividend is expected to 
continue in stock rather than cash for a long 
time ahead. However, the potentialities in 
mass-produced housing are considered bright 
for the longer term, and the issue offers inter- 
esting possibilities, particularly at levels well 
below the highs of recent years. 

OGDEN CorPp.—Subsidiaries of this holding 
company (1) operate the world’s largest scrap 
metal business, and (2) manufacture loaders 
and excavators, tractors, filtration apparatus, 
industrial filters and plumbing and heating 
equipment. There is also an interest in a land 
development company. With activities concen- 
trated in the heavy goods industries, earnings 
stand to benefit from further gains in industrial 
production. For 1961, earnings may possibly 
approximate $0.75 a share, against a loss of 
$0.03 in 1960 after non-recurring charges of 
$0.08. Profits are accumulated to invest in new 
situations; except for a distribution of Tele- 
register stock earlier this year, no dividends 
have been paid since 1951. The shares at 
recent prices have merit as a low-priced spec- 
ulation. 

SAN DteGo IMPERIAL Owns seven savings 
and loan associations in Texas, four in Cali- 
fornia, one in Colorado, and two in Kansas. 
From $0.25 a share in 1957, earnings rose to 


MEDICAL TIMES 


= 
| 
i 
; 
7 
28a 


A RETIREMENT 


FUND HELPS 
PROVIDE A 


SECURE 
FUTURE 


KAPSEALS 
HBbP PROVIDE A HEALTHY ONE 


Becauseeey are a reliable source of vitamins, minerals, 
hormones, and digestive enzymes, ELDEC Kapseals may 
help to check certain dietary and hormone deficiencies 
favorably influence your patient's current and future 
status of health. 


Each ELDEC Kapseal contains vitamins—1,667 units A, 0.67 mg. 
B; mononitrate, 0.67 mg. B., 0.5 mg. pyridoxine hydrochloride, 
0.033 N.E Unit (Oral) B. with intrinsic factor concentrate, 
0.1 mg. folic acid, 33.3 mg. C, 16.7 mg. nicotinamide, 10 mg. 
dt-panthenol, 6.67 mg. choline bitartrate; mincrals—16.7 mg 
ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 
66.7 mg. calcium carbonate: digestive enzymes—20 mg. Taka 
Diastase® (Aspergillus oryzae enzymes), 133.3 mg. pancreatin; 
amino acids—66.7 me. /-lysine monohydrochloride, 16.7 me 
di-methionine; gonadal hormones — 1.67 mg. methyltestosterone, 
0.167 mg. Theelin. Dosage: One Kapseal three times daily before 
meéals. Female patients should follow each 21-day course with a 
rest interval. Precautions: Contraindicated in patients 
wherein estrogen or androgen therapy should not be used, as 
in carcinoma of the breast, gvenital tract, o1 prostate, and in 
patients with a familial tendency to these types of malignancy; 
give cautiously to females who tend to develop exeessive hair 


growth or other signs of masculinization. 


Packaging: E1DEc Kapscals are available in bottles of 100. 


PARKE-DAVIS 


PARKE, DAVIS COMPANY, Detroit 32, Michigan 


( 


$0.60 in 1960, and at least $0.80 should be 
recorded for the current year. Dividends are 
in stock; another 5% distribution is expected 
to be declared in October. While the big ques- 
tion mark for the industry is the likelihood of 
adverse tax legislation, action on which appar- 
ently will be delayed until next year, this un- 
certainty seems adequately allowed for by 
recent prices. The stock is selling for only 
15 times estimated 1961 earnings, which will 
have more than tripled since 1957. Consider- 
ing the promising growth potentials inherent in 
the business, purchases of the shares should 
work out well. 

UNITED CorPORATION—This closed-end in- 
vestment trust has a large part of its funds in 


public utility equity securities, which generally 
makes for relatively stable earnings. Owing to 
sizable unrealized capital losses in a number 
of these utilities, the company, under present 
tax laws, will be able to pay tax-free dividends 
for many years ahead. Net investment income 
probably will hold around an annual rate of 
$0.25 a share. The net realized gain on invest- 
ments ($0.34 a share in the fiscal year ended 
March 31, 1961) will depend, of course, on 
the level of the market. Dividends should con- 
tinue at the rate of $0.35 paid in each of the 
past five years. The stock is priced in line with 
its net asset value of $8.55 as of June 30, 1961, 
and is attractive for investors seeking tax-free 
income. 


STOCKS IN THE LIMELIGHT 


FAMILY FINANCE spurted to a new high after 
the company raised the dividend, proposed a 
2-for-1 split, and reported higher earnings. 
Payments were increased to $0.45 quarterly 
from $0.40, with the rate to be at $0.22% 
quarterly following the split. Earnings for the 
fiscal year ended June 30, 1961, were reported 
at $2.96 a share, up from $2.36 the year be- 
fore. 

’ For several years, earnings of this personal 
loan company made slow progress largely be- 
cause of expenses incident to an accelerated 
branch expansion program, but in the past fiscal 
year benefits of this program showed up strong- 
ly. At the same time, profit margins were aided 
by lower borrowing costs. In anticipation of 
the merger of Modern Finance, which added 
51 offices, the company opened no new 
branches during the first nine months of the 
fiscal year. Branch opening expenses will likeiy 
increase again in the current fiscal year, but 
earnings should still move up, probably to 
around $3.25 a share. At 17 times estimated 
earnings for fiscal 1962, and yielding 3.3%, 
the shares at about 55 remain a worthwhile 
holding. 

Acquisition by First NATIONAL Stores of 
the New York Division of SAFEWAY STOREs, 
consisting of 164 stores, will strengthen the 
competitive position of First National, which in 
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recent years has been opening markets outside 
its traditional New England area. Plans were re- 
cently announced for a new warehouse in Port 
Chester, N. Y., which would serve all stores 
in New York, New Jersey, and western Con- 
necticut However, the facilities to be acquired 
from Safeway undoubtedly include warehouse 
and other properties supporting the New York 
operation. 

In the fiscal year ended March 31, 1961, 
First National had sales of $536,500,000 from 
516 food markets of which only about 35 were 
in the New York area. Aided by introduction 
of trading stamps, current year sales are pro- 
jected at over $600,000,000, and the Safeway 
acquisition is expected to lift the annual rate 
to over $700,000,000. Earnings in the latest 
year were $4.80 a share, and a rise to around 
$5.25 is currently estimated for fiscal 1961-62. 
The acquisition, which is not expected to entail 
the issuance of stock, may have little bearing 
on current year net as integration expenses may 
largely absorb profits in this division. How- 
ever, an increasing contribution is expected in 
time, and the acquisition will also expedite 
expansion in New York and New Jersey, and 
possibly in areas beyond. 

Safeway Stores, with some 2,000 stores in 
28 states and the District of Columbia and 


~ over 200 in five western provinces of Canada, 
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Fostex treats 
pimples-blackheads-acne 
while they wash 


Fostex contains: Sebulytic® base 
(unique, penetrating, surface- 


H active combination of soapless 

degreases the skin ant 

with remarkable antiseborrheic, 

k tolyti d tibacterial 

pulverized sulfur 2%, salicylic acid 


j i 2% and hexachlorophene 1%. 
dries and peels the skin and hexachlorophene 


“sodium lauryl! sulfoacetate, sodium alkyl! 
ary! polyether sulfonate and sodium diocty! 
sulfosuccinate. 


Patients like Fostex because it’s so easy to Fostex Cream and Fostex Cake 


are interchangeable for thera- 


use. Instead of using soap, they simply wash _ Peutic washing of the skin. Fostex 


Cream is approximately twice as 


acne skin with Fostex Cream or Fostex Cake _—77n# 8s Fostex Cake. Supplied: 


Fostex Cake—bar form. Fostex 


9to 4times daily. Cream—4.5 oz. jars. Also used as 


a therapeutic shampoo in dan- 
druff and oily scalp. 


And...since continuous 24-hour drying and peeling of acne skin is essential, 
FOSTRIL (a new, flesh-tinted drying lotion) should be used once or twice daily in addition 
to Fostex therapeutic washings. Fostril® contains Liposec® (polyoxyethylene lauryl ether), 
a new, surface-active drying agent used for the first time in acne treatment. This agent, 
with 2% micropulverized sulfur and a zinc oxide, talc and bentonite base, provides 
Fostril with excellent drying properties. Fostril also contains 1% hexachlorophene. 
Available: Fostril, 1% oz. tubes. Fostril-HC (4% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS ° Buffalo 13, New York 
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has traditionally operated west of the Missis- 
sippi. 

The only eastern operations are those 
in the Washington, D. C., area (199 stores at 
the end of 1960) and the New York division. 
Both account for about 17% of all the stores 
operated and probably for a smaller propor- 
tion of total earnings, with the Washington 
division more profitable than New York. The 
funds and management to be released follow- 


FROM COAST TO COAST 


Business of DIAMOND ALKALI has rebounded 
strongly, suggesting that 1961 earnings will 
approximate $3.40 a share, compared with 
last year’s $3.87. The main problem has been 
sharply lower polyvinyl chloride prices. Other- 
wise, the outlook for 1962 is considered favor- 
able, based on the recent acquisition of Bes- 
semer Limestone and Chemical Process and the 
scheduled completion late this year of large 
acetylene and ammonia plants. . . . PACIFIC 
INTERMOUNTAIN ExpPREss seems headed for 
earnings this year of $1.10-$1.25 a share, up 
from $0.61 in 1960. Its freight forwarder 
subsidiary, which should account for about 
20% of 1961 gross, is becoming an increas- 
ingly important operation. . . . Although a pick- 
up in textile machinery demand seems in the 
offing, any improvement in orders will come 
too late to bolster 1961 earnings of LEESONA 
Corp. Profits are placed at $1.75-$2 a share, 
down from last year’s $3.11. The company’s 
Unifil loom winders are finding an expanding 
market abroad, but the domestic market ap- 
pears to be nearing saturation. 
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ing the disposal of the New York operation are 
expected to be utilized more advantageously 
in other areas, and little, if any, effect is ex- 
pected on current year earnings, which are still 
estimated at about $2.90 a share. Since it 
would appear that the consummation of this 
transaction would be beneficial to each com- 
pany over the longer term, both First National 
at about 70 and Safeway at about 55 should 
continue to appeal to the conservative investor. 


MIDLAND-Ross will barely earn its $3 divi- 
dend this year, but no early change in the 
rate is likely. Longer-range prospects will be 
determined largely by the management’s suc- 

cess in investing the $22 million cash acquired 

by merging with Industrial Rayon. . . . With 

plant start-up costs becoming progressively less, 

BEsT-WALL GYPSUM may net between $2 and 

$2.25 a share in 1961, compared with $1.62 

in 1960. Cash dividends are still a year or 

more away because of expansion needs, but 

3% in stock has been paid in each of the past 
four years. 

The earnings uptrend of Braco (E. J. & 
SONs is continuing, with results for the fiscal 
year ending September 30, 1961 expected to 
be around $2.85 a share, compared with $2.74 
(adjusted for the 6-for-1 split) in 1959-60. 
The $0.35 quarterly dividend could be in- 
creased next spring. . . . Although its volume 
is mounting in the automotive replacement 
market for both oil and air filters, PUROLATOR 
Propucts has been reducing its business in 
original equipment oil filters, where margins 
are slim. Earnings this year may dip slightly 
from 1960’s $2.91 a share. 

June quarter results of SPIEGEL, INC. re- 
flected the fact that promotional outlays and 
catalog distribution costs were geared for a 
considerably higher sales gain in the first half 
than the 6.7% reported. In addition charge- 
offs for delinquencies and credit losses are run- 
ning well above a year ago. Full-year earnings 
may be down 25% or so from the $4 a share 
of 1960, but a good recovery is likely next 
year. ... As a result of its offer, MERGEN- 
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in acute, uncomplicated 
urinary tract injections... 
eliective low dose therapy 


FURADANTIN 


brand of nitrofurantoin 


In acute infections of the urinary tract involving gram-negative organisms (predominantly 
coli-aerogenes group), Welling and colleagues’ found that patients responded clinically to 
FuRADANTIN 50 mg. q.i.d. “as readily as to 100 mg. dosage.” Particularly with moderate 
fluid restriction, Thompson and Amar’ consider that 50 mg. FuRADANTIN tablets provide “urine 
concentrations sufficient to clear the majority of acute uncomplicated infections”—and with 
“complete obviation of nausea.” Lippman et al.* also reported minimal side effects with 
FuRADANTIN 50 mg. q.i.d. in prolonged prophylactic use. 


Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days should be given an 
increased dosage—FURADANTIN 100 mg. q.i.d. Patients with complicated, chronic or refrac- 
tory urinary tract infections should receive FURADANTIN 100 mg. q.i.d. from the outset. 
FuRADANTIN is available in Tablets of 50 mg. and 100 mg., and in an Oral Suspension 
containing 25 mg. of FURADANTIN per 5 cc. teaspoonful. 


nererences: 1. Welling, A.; Watkins, W. W., and Raines, S. L.: J Urol. 77:773, 1957 


. 2. Thompson, I. A., and Amar, A. D.: J, Urol. 82:387, 1959. 
3. Lippman, R. W.; Wrobel, C. J.; Rees, R., and Hoyt, R.: J. Urol 80:77, 1958. 
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THALER LINOTyv# 1s understood to have re- 
ceived tenders for approximately 304,000 
shares of Electric Autolite, acceptance of which 
would lift its interest in the latter to approxi- 
mately 34%. 

Intense price competition is preventing any 
significant earnings recovery for WHIRLPOOL 
CorpP., which is now expected to net less than 
$1.80 a share in 1961, as compared with last 
year’s $2.40. . .. HELENE CURTIS INDUSTRIES 
is expected to earn $1.90-$2 a share this year, 
up from $1.58 in 1960. . . . Now that the 
hassle over its raw material requirements has 
been settled, PUBLICKER INDUSTRIES should 
show a good recovery from the nominal deficit 
incurred in the first half. Full-year results, how- 
ever, will fall short of the $0.46 a share rea- 


lized in 1960. Profits in both years are free 
of Federal income taxes because of loss carry- 
forwards. 

Currently outpacing the vending machine 
group, AUTOMATIC RETAILERS OF AMERICA 
should earn about $0.90 a share in the fiscal 
year ended September 30, 1961, up from 
$0.54 the year before. Informed sources are 
looking for $1.50-$1.70 a share in the 1962 
fiscal year. . . . Sights are being raised on 1961 
earnings of OSHAWA WHOLESALE LTD., which 
is now expected to net $1.15 a share vs. last 
year’s $0.85. 

In view of improved second-quarter results, 
1961 profits of NATIONAL CAN are estimated 
at slightly more than $1 a share, compared 
with $0.76 in 1960. 


CHOCK FULL O’NUTS STILL EXPANDING 


With sales estimated at $33 million against 
$28 million, earnings for the fiscal year ended 
July 31, 1961, are believed to have approxi- 
mated $0.70 a share, compared with $0.53 the 
year before (adjusted for 4-for-1 split last 


November). Similar gains are indicated for the 
current year, reflecting the opening of new 
restaurants, entrance into the highway diner 
field, broadening of coffee markets, and initial 
production and marketing of frozen dough- 
nuts. The company’s accounting practice is to 
capitalize extraordinary costs for introducing 
new products (such as extensive advertising 


outlays) and to amortize such expenses over 
following years. Consequently, margins are 
not significantly affected. Dividends, increased 
each year since initiation late in 1958, may be 
raised again from the recent $0.10 quarterly 
rate. 

Following a fast run-up in the past two 
years, the stock has settled back from its 1961 
high of 31%. At its recent price of 25 
(N.Y.S.E.), it is still commanding a sizable 
premium based on the company’s impressive 
growth record, and should be held only on a 
long-term basis. 


PENNSALT CHEMICALS POSTING GAINS 


The program of upgrading basic lines into 
more profitable specialties is paying off well 
for this producer of industrial chemicals. 
Products new to the company in the past five 
years accounted for more than 20% of 1960 
sales. With sales up in the second quarter and 
wider gains indicated for the final half, 1961 
earnings are estimated at $1.45 a share, com- 
pared with last year’s $1.26. Rising steel out- 
put indicates more active demand for hydro- 
fluoric acid, while chlorine demand continues 
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to tax capacity. Profit margins are somewhat 
wider, reflecting more efficient facilities. De- 
mand for amines and derivatives continues to 
increase, and expanded production facilities, to 
come on stream next year, will contribute to 
extension of the earnings uptrend. Dividends 
will probably continue at $0.15 quarterly, plus 
a $0.10 year-end extra. In view of the broad- 
ening sales and profits base, the shares are 
regarded as a sound long-term commitment at 
its recent price of 40 (N.Y.S.E.). 
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to perform: 
a specific 
function 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficientiy break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. sii: 


specifically designed to help control cough 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

Supplied: BENYLIN EXPECTORANT is available 
in 16-ounce and 1-gallion bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochioride (diphenhydramine hydrochio- 
ride, Parke-Davis); 12 gr. ammonium chioride; 
5 gr. sodium citrate; 2 gr.chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children-—% to 
1 teaspoonful every four hours. P;-ecoutions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 22, Michigan 
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PAPER OUTLOOK BRIGHTENING 


First Evidence of Price Firming in Several Years — Excess Ca- 


pacity Likely to Be Absorbed as Business Upsurge Boosts Demand 


Market interest in the paper group has 
perked up recently, reflecting the early August 
announcement of a 10% to 14% price increase 
on corrugated containers. Investor confidence 
was further heightened by a subsequent in- 
crease in prices for corrugating medium, the 
third largest tonnage item in the paperboard 
segment of the industry. Prospects for the 
immediate future suggest a further firming of 
prices, and some upward adjustments on cer- 
tain large tonnage items are possible before 
the end of the current year. 

Restricted by recessionary influences in the 
first quarter, production rebounded in the 
second quarter, and total paper and paper- 
board output in the first half of 1961 was 
virtually unchanged from that a year earlier. 
Demand has continued to improve, and favor- 
able comparisons are anticipated well into 1962. 

Since 1956, when most companies in the 
industry experienced record profits, total indus- 
try capacity increased 19% to 38.8 million 
tons at the end of 1960, but consumption of 
domestically produced paper and paperboard 
rose only 9%. As a result, prices for most 
grades of paper have been under considerable 
pressure, with weakness particularly apparent 
in the kraft paper and board segment of the 
industry. Meanwhile, pulpwood costs increased, 
and the average hourly wage cost soared 49%. 
Thus, the earnings performance of most com- 
panies during the past five years has been 
rather mediocre. 

SUPPLY-DEMAND OUTLOOK—Some improve- 
ment in the supply-demand relationship, how- 
ever, is expected over coming months. During 
the current year, capacity is scheduled to in- 

crease slightly more than 4% to around 40.5 
million tons at the year end. Although this may 
be somewhat greater than the expected 4% 
advance in consumption to 35.6 million tons, 
the recent upsurge in demand should have a 
definite settling effect on prices. Also, based 
on current expansion programs, capacity in 
1962 will probably increase only about 3%, 
while the projected upward trend of the over- 
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all economy suggests a considerably greater 
gain in consumption. 

Being the most volatile segment of the indus- 
try, paperboard production responded quickly 
to the recovery in the general economy. Record 
production in recent months set the stage for 
the advance in prices for corrugating medium. 
With a further increase in demand, higher 
prices are also likely for linerboard, which 
when fabricated with the corrugating medium 
is used in shipping containers. Meanwhile, 
prices for white papers are reported to have 
firmed, but any significant recovery may be 
delayed until the spring of 1962. At present, 
coarse paper still faces serious problems, re- 
flecting the continued trend toward bulk ship- 
ment of certain commodities and the increasing 
use of plastic liners, which reduce the number 
of kraft paper plies in multiwall bags. 

While the earnings performance for the cur- 
rent year will not be impressive, the improving 
supply-demand relationship, coupled with a 
strengthening price structure, should permit a 
sharp recovery in 1962 earnings. For investors 
taking the longer-range view, the following 
issues are suggested. 


CrRowN ZELLERBACH, the second largest 
paper company in North America, produces 
all major grades and also has sizable lumber 
and plywood interests. Although the bulk of 
its products are sold in the western states, mar- 
keting operations in the east have been ex- 
panded considerably in recent years, particu- 
larly in the paperboard segment of the business. 
Earnings for the current year may dip slightly 
to around $2.70 a share, from $2.81 in the 
prior year. However, increasing emphasis on 
consumer products, along with improved de- 
mand for paperboard and white papers, points 
to significantly better results in 1962. Divi- 
dends at the present $0.45 quarterly rate are 
considerably secure. 

In view of the company’s strong trade posi- 
tion and large earnings potential, the shares 
have long-term appeal. 
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provide prompt, long-lasting relief 


of pain and discomfort, along with | ‘ +f 


triple antibiotic effectiveness. The 
raspberry-flavored troches dissolve 
slowly. Recommend TETRAZETS for 


pleasant relief of sore 


or irritated throats, after mouth anda 4 


throat surgery. 

TETRAZETS for mouth and throat | 
irritations, after tonsillectomy, and 7 
as adjunctive therapy in Vincent’s | 
infection, pharyngitis, and tonsillitis. % 
Supplied in bottles of 12. Usual 
dosage one troche every three hours 
for not more than two days. 
TETRAZETS is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the 
risk of loss as well as prospect of 
gain. . 


4. Get the facts — do not buy 
on tips or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 


property. 


6. Be skeptical of securities 
offered on the telephone from any 
firm or salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the cor- 
poration, its operations, net profit, 
management, financial position and 
future prospects. 


REVIEWS OF FAVORED ISSUES 


CALLAHAN MINING derives the bulk of its 
earnings from the Galena mine, the second 
largest U.S. silver producer. This property is 
operated by American Smelting & Refining 
under a lease agreement which provides for a 
50-50 split of profits. Callahan also owns 8% 
of Bunker Hill Co. (a major lead-zinc-silver 
producer), has a uranium mining affiliate, and 
operates small manufacturing subsidiaries pro- 
ducing flexible hose and specialty fittings. 
Additional silver ores discovered at the Galena 
property should extend the life of this low-cost 
property. Earnings in 1961 will probably rise 
to about $0.25 from the strike-affected $0.17 
of last year, and higher silver prices would 
result in a further advance. No dividends are 
anticipated. The stock has appeal as a low- 
priced silver speculation. 


HECLA MINING derived 42% of its 1960 
earnings from silver, both as dividends from 
the 38%-owned Lucky Friday Silver-Lead 
Mines and from a 33% % interest in the uni- 
tized area of the Sunshine mine. Of the re- 
mainder, 28% came from uranium, 10% from 
lead, 6% from copper and zinc, and 14% from 
other sources. In addition to the interest in 
Lucky Friday, Hecla owns 14% of Bunker 
Hill Co.; the combined market value of these 
two holdings is about equal to the present valu- 
ation of Hecla’s own stock. While the uranium 
operations obviously have a rather limited life, 
the direct and indirect interests in silver are 
sizable and profits would expand with higher 
silver prices. The shares are an attractive spec- 
ulation at recent prices. 


SHATTUCK DENN MINING operates the Iron 
King mine in Arizona where silver is an impor- 
tant by-product from the zinc-lead ores. A small 
uranium mine is also owned, and some diver- 
sification has been achieved through the acqui- 
sition of Richmond Screw Anchor Co., a lead- 
ing manufacturer of tying devices used in con- 
crete construction work. Earnings in 1961 will 
fall below 1960’s $0.50 a share because of 
lower zinc and lead prices. Dividends are irreg- 
ular, and payments in the current year may not 
match the $0.35 of last year. The importance 
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Iron utilization improves the picture 


Since iron utilization is regulated principally by the hormone, erythropoietin,’ many anemic patients fail 

to respond adequately to iron alone because of low erythropoietin levels. However, RONCOVITE®-mf— 
containing cobalt, the only therapeutic agent that increases formation of erythropoietin—has proved 
singularly successful in iron-deficiency anemia, whether due to chronic blood loss, absorption dysfunc- 
tion, or increased iron demands.2* Through cobalt-stimulated erythropoietin, RONCOVITE-mf improves 
iron utilization and produces more rapid increases in hemoglobin and red cells. 


Each tablet contains: cobalt chloride (cobalt as Co, 3.7 mg.), 15 mg.; 
ferrous sulfate, exsiccated, 100 mg. References: (1) Beutler, E., and 
Buttenweiser, E.: The Regulation of Iron Absorption: |. A Search for 
Humoral Factors, J. Lab. & Clin. Med. 55:274, 1960. (2) Hill, J. M.; 
Lajous, J., and Sebastian, F. L.; Cobalt Therapy in Anemia, Texas J. 
Med. 51:686, 1955. (3) Ausman, D. C.: Cobalt-iron Therapy for Com- 
mon Types of Anemia, Journal-Lancet 76 290, 1956. (4) Craig, P. E.: 
Treatment of Common Types of Anemia, Clin. Med. 6:597-601, 1959. 
(5) Gosselin, G., and Long, L. A.: Use of Cobalt-iron Therapy, Appl. 
Therap. 2:453, 1960. (6) Stapp, C. C.: Clinical Observations on fron 
Metabolism in Pregnancy, Southwestern Med. 41:633, 1960. 


RONCOVITE-mf 


L LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 
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STATISTICAL POSITION OF LEADING SILVER PRODUCERS 
PER SHARE 


PE EASE 1960 
OUNCES OUNCE IFSILVERAT: EARNINGS ——1961 MKT. PRICES—— 
PRODUCTION* PER OF 1.00 $1.15 SHARE EARNINGS RANGE RECENT DIVi- YIELD 
(000'S OZS.) SHARE SILVER AN OZ. AN.OZ. PER EST. 1961 (APPROX.) DEND To 


11,707 2.15 $30.23 $0.14 $0.38 $3.72 $2.50 72%-54% 68 $2.00 2.9 


*AMERICAN SMELTING 


*BUNKER HILL 2,268 1.43 9.09 0.09 0.25 42.77 1.00 13%-10% 13 Nil 
‘CALLAHAN MINING .......... 2,250 0.89 7.72 0.06 0.16 0.17 0.25 Th- 4% 7 Nil 
6.044 2.08 0.31 3.35 2.50 44%4-31 35 1.10 3.1 
*CONSOLIDATED MINING ...... °8,690 0.53 45.28 0.03 0.09 1.43 135 28%-20 24 1.00 4.2 
go eee 1,949 1.72 8.14 0.11 0.30 0.87 1.10 15%- 9% 14 0.50 3.6 
2,661 2.04 13.24 0.13 0.36 1.22 2.00 29%4-16 30 100 3.3 
*New YorK & Honpuras .... 2,525 = 8.36 5.26 0.50 1.38 1.81 3.00 45 -27% 49 [ae 29 
797 0.96 7.55 0.06 0.17 0.50 9%4- 7™% 0.35 48 
6 ‘SUNSHINE MINING .......... 3,535. 230 4.78 0.15 041 0.19 0.20 11%-7 11 0.20 18 
“UNITED KENO HILL ... RES 7,249 2.93 4.01 0.19 0.52 0.45 11%- 8.15 12 0.40 3.3 


*Listed on N. Y. Stock Exchange. 


of silver to this company is greater than for 
most other base metal producers. The stock 
is a suitable medium for speculating on higher 
silver prices. 

SUNSHINE MINING is the nation’s largest sil- 
ver producer, with most of its output derived 
from the unitized area of the Sunshine prop- 
erty (Hecla is the other major owner). Oil 
and gas interests are also fairly sizable, with 
participations held in Canadian and other pro- 
ducing wells. Ore reserves at the silver mine 
(where lead, copper and antimony are recov- 
ered as by-products) have tended to decline 
over the years, but an increase in silver prices 
should extend the life of the mine as well as 
enhance profits. While current profit prospects 
are unimpressive, the stock is a suitable issue 
for speculating on higher silver prices, as well 
as on possible expansion of future earnings 
from oil and gas ventures. 

INTERNATIONAL PAPER is the largest paper- 
making organization in the world, with about 
three-fourths of its capacity in paperboard, 
newsprint and kraft papers. A large lumber 
operation is also carried on through its well- 
known Long-Bell division. Bolstered by cer- 
tain nonrecurring profits and benefiting from 
elimination of the premium on the Canadian 
dollar, earnings for 1961 are expected to hold 
close to the $1.74 a share of last year. The 
current upsurge in demand for most grades of 

paper suggests considerably more favorable 
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?American Stock Exchange. 
"Includes silver from custom materials. *Yr. ended Sept. 30, 1960. ‘Paid in 1960. d—Deficit. 


comparisons in 1962. Dividends should re- 


®Toronto Stock Exchange. *Co. mine production only. 


main at $0.26% quarterly. After lagging for 
several years, paper consumption should in- 
crease at a more rapid rate over the immediate 
future, and the company’s entrenched position 
makes the shares an attractive long-term com- 
mitment. 

MEAD Corp. is an integrated producer of 
white paper and paperboard. Converting ca- 
pacity has been increased substantially in re- 
cent years through acquisitions, and the com- 
pany’s strong emphasis on over-all packaging 
concepts is helping to improve its competitive 
position in the paperboard segment of the busi- 
ness. Competitive pricing on certain product 
lines in the early part of the year will probably 
hold earnings for 1961 to around $2.25 a 
share. However, recent advances in prices for 
corrugating medium and corrugated contain- 
ers, along with the general firming of white 
paper prices, will have a favorable influence 
on profits over coming months. No early change 
in the present $0.42% quarterly dividend is 
anticipated. The company appears to be well 
situated to participate fully in the current up- 
turn, and the shares are an attractive commit- 
ment at present levels. 

UNION BaG-CaMP PAPER is a leading factor 
in the kraft paper and board segment of the 
industry, with annual capacity exceeding 1,- 
000,000 tons. Improving demand and strength- 

ening prices for kraft board should aid profits 
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LIPOPROTEIN-NUCLEIC ACID COMPLEX 


RETICULOSE HAS BEEN REPORTED TO BE SUCCESSFUL IN THE THERAPEUTIC MANAGEMENT OF: 
Herpetic diseases, 3, 5, encephalitis, 1, 2, 3, generalized vaccinia, 3, 4, 
infectious hepatitis, 3, influenza, Asian influenza, 3, upper respiratory 
viral infections, 3, infectious mononucleosis, 3, mumps orchitis, 2. 


Reticulose is nontoxic, free from anaphylactogenic properties, is miscible 
with tissue fluids and blood sera. It is an injectable product, administered 
intramuscularly, supplied in 2 cc. ampoules and is extremely stable. 


Dosage: acute; acute infection and seriously ill patient . . . one 2 cc. ampoule 
intramuscularly each 4 to 6 hours, reducing dosage as therapeutic response is 
established. ambulatory; in acute infection of ambulatory patient . . . one 2 cc. 
ampoule intramuscularly each 12 to 24 hours. subacute; in subacute infection... 
one 2 cc. ampoule intramuscularly daily. In children under five years of age... 
¥% ampoule is recommended according to above schedule. Contraindications: 
In states of hypersensitization (severe allergies, etc.). Active tuberculosis. 


Bibliography: 1. Anderson, R. H., Thompson, R. M., Treatment of Viral Syndromes, Va. 
Med. Mo. Vol. 84-347 353, 7-57. 2. Scientific Exhibit, Va. State Medical Soc., Washington, 
D.C. Oct. 1957. 3. Symposium Viral Diseases, Miami, Fla. September, 1960. 4. Reynolds, 
R. M., Vaccinia, Archives of Pediatrics, Vol. 77 No. 10 Oct. 1960. 5. Wegryn, S. R., Marks, 
Jr.R. A., Baugh, J. R., Herpes Gestationis, American Journal Ob.and Gyn.,Vol.79 Apr. 1960. 


Literature is available upon request. 


CHEMICO LABORATORIES, INC. 7250 N.E. FOURTH AVE., MIAMI, FLORIDA 
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INTERNATIONAL PAPER ...................- 1.74 
UNION BaG-CAMP PAPER ................. 2.39 


WEsT VIRGINIA PuLP & PAPER _.. 


over coming months, but recovery may be re- 
stricted somewhat by continued keen competi- 
tion in the multiwall bag and cylinder board 
markets. Earnings for 1961 may drop to around 
$2.10 a share from $2.39 a year before. The 
$0.30 quarterly dividend should again be sup- 
plemented with a similar year-end extra. The 
company’s profit margins are still above aver- 
age. 

Since a considerably higher earnings po- 
tential is indicated, retention of long-term hold- 
ings is warranted. 

WEST VIRGINIA PULP & PAPER is a well- 
integrated producer of white papers and an 
important factor in the kraft paper and board 


Revenues and earnings of this leading air 
freight forwarder for 1961 are estimated at 
$19 million and $1.05 a share, respectively, 
up from $16.2 million and $0.75 in 1960. 
Further gains are indicated in 1962. Losses 
on international operations, which account for 
15% of revenues, have been progressively 
reduced, and this business promises to be in 
the black in the final quarter. The new rate 
structure effective September 1 for the North 
Atlantic run will permit Emery to mix com- 


The sale of films for TV use promises to be 
a basic part of this company’s business well 
into the future. Net income of about $2.40 a 
share will be obtained for at least five more 
years from pre-1948 films, after which post- 
1948 films will then be released. Recent mo- 
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RECORD YEAR FOR EMERY 


PARAMOUNT PICTURES A GOOD VALUE 


INDIC. 1961 APX. YIELD 

DIVD.$ PRICE RANGE PRICE % 
2.70 1.80 60% -51% 59 3.0 
1.70 71.05 36% -29% 36 3.0 
2.25 1.70 45 -35% 45 3.8 
2.10 $1.50 42%2-33% 40 3.8 


*1.25 1.20 42% -33% 38 


field. A substantial portion of the latter is con- 
verted into shipping containers. Competitive 
pricing and heavy start-up costs will probably 
hold earnings for the fiscal year ending October 
31, 1961, to around $1.25 a share, well below 
the $2.07 of the prior year. However, now 
that the major expansion program of the past 
several years is completed and demand is pick- 
up up, a sharp rebound in profits during fiscal 
1961-62 is likely. Despite the slim coverage, 
dividends are expected to hold at the present 
$0.30 quarterly rate. Although high in relation 
to recent earnings, the shares should prove to 
be a rewarding commitment over the longer 


term. 


AIR FREIGHT 


modities and still get the benefit of low bulk 
shipment rates. It is estimated that the com- 
pany’s cost of shipment will decline from $0.61 
a pound to less than $0.50. In addition, there 
will be savings from reduced costs involved in 
consolidating shipments. Dividends, up every 
year since 1953 and now at $0.15 quarterly, 
are likely to be raised again later this year. 
Recently at 34 (A.S.E.), this stock eventually 
should work much higher. 


tion picture operations, which depend upon the 
success or failure of two or three lead features, 
vary widely and are often unpredictable, but 
under reasonable circumstances should return 
more than $2 a share. Therefore, except in 
unusually good or bad years, there would ap- 


1 
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pear to be built-in earning power of $4-$4.50 
a share from combined motion pictures. Addi- 
tional income should come from TV operations, 
from Dot Records, and from other activities 
allied to the basic amusement volume. 
Possibilities for long-term play exist in (1) 
space-age developments through Autometric 
Corp., a profitable wholly-owned electronics 
subsidiary growing at a 25% annual rate; (2) 
color TV tubes and sets with superior black 
and white definition and a lower cost; and (3) 
pay TV, which after a rather unsuccessful test 


The rubber fabricating group has outper- 
formed the general list in recent months, but 
has yet to regain the ground lost in 1960 and 
remains well under its all-time high attained in 
mid-1959. Better sentiment toward the group 
reflects improving prospects for earnings re- 
covery over the balance of this year and into 
1962, following a period in which it was under 
sustained pressure as a result of price wars in 
the replacement tire field and reduced demand 
for major lines. 

Tire shipments reached a low in the first 
three months of 1961, when volume dipped 
19% below the year-earlier figure, to the 
smallest quarterly total since late 1959. A brisk 
upturn has set in since then, with the year-to- 
year decline for five months narrowing to 12%. 
May shipments topped the year-earlier total 
by a slight margin. 

SECOND-HALF OUTLOOK Goop—Aided by 
what looms as an excellent start in the new- 
model automobile year, and with both replace- 
ment shipments and truck tire volume expected 
to respond to the upturn in general business, 
second-half shipments should run well ahead 
of a year ago. It is now estimated that the 


The information set forth herein has been obtained 
from sources believed to be reliable, but its accuracy 
and completeness are not guaranteed. 

Because of the time-lag created by the mechanics of 
magazine publishing, investors should consult daily papers 
for the latest prices. 
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RECOVERY SEEN FOR RUBBER FABRICATORS 


Sales Upturn Now Under Way—Lower Natural Rubber Costs to Aid 
Second-Half Showings — Replacement Tire Prices Remain Problem 


in Canada, is to be given another trial in Arkan- 
sas. Holdings of Ampex Corp. and Fairchild 
Camera have a combined market value of 
$13,800,000, against a book value of $1,700,- 
000. This year’s earnings are estimated at 
$4.40-$4.70 a share, up from $4.20 in 1960. 
Dividends are $0.50 quarterly. At 72 (N.Y. 
S.E.), the stock is selling on the basis of the 
motion picture operations, giving little weight 
to the favorable implications for the company’s 
outside activities. Speculative commitments are 
recommended. 


full-1961 total may be as little as 3% below 
the peak 118,000,000 of last year, and early 
1962 shipments should be far above the de- 
pressed levels seen until recently. 

Sales of non-tire products, assuming an 
increasingly important share of the total for 
these companies, may equal or modestly ex- 
ceed those of 1960. Military business will ex- 
pand, with the group getting its share of in- 
creased outlays for conventional armaments. 
Benefits to be derived by the industry from its 
mounting emphasis on missile and space work 
should more than offset the decline in produc- 
tion of manned aircraft components. 

Widespread price cutting in the replacement 
field remains a knotty problem. This, together 
with the shift in emphasis to less expensive 
tires for compact cars and a continuing sizable 
proportion of third-line tires being produced, 
will hold down margins. Wages are higher, 
having been increased 7/2 cents an hour in 
June on top of the 9'2-cent rise granted in 
July, 1960. A further 7-cent increase is sched- 
uled for June, 1962. 

TirE Prices THE KEY—On the other hand, 
natural rubber prices have averaged 25% lower 
this year, and the proportion of the much 
cheaper synthetic rubber being consumed is 
steadily rising. There is some hope, too, that 
the squeeze on margins may be relieved later 
on by some stiffening of the tire price structure 
under the stimulus of rising volume, an im- 
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“I feel like my old self again!” Thanks to your balanced Deprol therapy, 
normal drive and interest have replaced her emotional fatigue.. 


Brightens up the mood, brings down tension 


Balanced action — avoids “seesaw” effects 
of energizers and amphetamines. 


Acts rapidly — you see improvement in a 
few days. 


Acts safely — no danger of liver or blood 
damage. 


Dosage: Usual starting dose is 1 tablet q.id. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 
ride (benactyzine HCl) and 400 mg. meprobamate, 


Supplied: Bottles of 50 light-pink, scored tablets. 


WALLACE LABORATORIES /Cranbury, N. J.. 
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Mail this coupon for clinical supply of Deprol 
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EARN. $ PER SHARE 
1960 E1961 


*ISSUE 

FIRESTONE TIRE & RUBBER ...... 2.41 2.30 
GENERAL TirRE & RUBBER ....... 4.07 4.25 
GoopYEAR TIRE & RUBBER ...... 2.10 2.20 


proved inventory relationship, and the recent 
increase in union wages. 

Volume improvement in the current half 
should permit most major tire makers to report 
well-maintained earnings this year, and several 
may show slightly increased profits. Dividends 
should hold at existing rates. Assuming some 
firming of the price structure, results should 
take on a better complexion next year, and the 
market’s appraisal of earnings presumably 
would improve, as well. 

FIRESTONE TIRE & RUBBER, second largest 
in the group, derives about 60% of its sales 
from tire lines, and the rest from 771 com- 
pany stores, natural and synthetic rubber, 
mechanical rubber goods, foam rubber, chem- 
icals and plastics, metal items, and military 
work, mainly guided missiles. Profits for the 
fiscal year ending October 31, 1961 may be 
down slightly, since the expected spurt in 1962 
model original equipment automobile demand 
will be only partially reflected in results. The 
$0.25 quarterly cash dividend is secure, and 
another 2% stock extra (paid in each of the 
past four years) is a reasonable expectation. 
The stock is well worth holding for its long- 
range potentialities. 

GENERAL TIRE & RUBBER, fifth in size in 
the rubber fabricating group, derived 56% of 
fiscal 1960 consolidated sales and 37% of con- 
solidated net income from Aerojet-General (a 
leader in rockets and propellants). RKO Gen- 
eral (radio and television) accounted for 27% 
of total net income. The balance came from 
tires, plastics, and miscellaneous products. An 
81% interest is held in A. M. Byers, a pro- 
ducer of wrought iron. There is considerable 
debt and preferred stock ahead of the common, 
which is therefore highly leveraged. Earnings 

in the current year should be at least moder- 
ately higher than in 1959-60. With the com- 
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POSITION OF STOCKS 


*Listed on New York Stock Exchange. E—Estimated. +Plus stock. "Years ended Oct. 31. 


INDIC. 1961 APPROX. YIELD 
DIVD. $ PRICE RANGE PRICE % 
71.00 4812 -33% 47 2.1 
1.00 81% -53% 83 1.2 
2.20 11%-51% 73 3.0 
+0.90 45 -33% 46 2.0 


-46% 


pany gradually enlarging its share of the total 
original equipment tire market, the shares de- 
serve retention on a speculative basis. 

Goopricu (B. F.), the fourth largest rubber 

fabricator, derives an estimated 40% of sales 
from tire lines, with chemicals and plastics 
second. The rest comes from 500 retail stores, 
industrial rubber goods, foam and sponge rub- 
ber products, textile items, and aircraft missile 
components. Lower crude rubber prices, im- 
proved efficiency, and expanded marketing op- 
erations should contribute to higher earnings 
this year, and long-range potentials appear 
promising in view of the increasing stake in 
foreign operations, the addition of a major new 
tire plant, and benefits from new synthetic and 
natural rubber output. Dividends are $0.55 
quarterly. This stock has appeal for the long 
pull. 

GOoDYEAR TIRE & RUBBER, the world’s larg- 
est rubber fabricator, derives over half of its 
sales from tire lines. It also has a chain of 
about 600 retail stores; non-tire lines are avia- 
tion items (including missiles and parts), me- 
chanical rubber goods, Airfoam, shoe products, 
chemicals and plastics, synthetic rubber, and 
electronic items, including computers. Lower 
crude rubber prices, increasing foreign profits, 
and the installation of highly automatic tire 
building equipment in the balance of the com- 
pany’s plants should offset the impact of higher 
wages and depressed replacement tire prices, 
enabling earnings this year to show a modest 
gain. The $0.22% quarterly cash dividend is 
secure; payments have been supplemented by 
2% stock extras in each of the past five years. 
The shares fully merit holding on the basis of 
the company’s long-range prospects. 

U. S. RuBBER is third in size among the 
domestic rubber fabricators. It usually derives 
around half of sales from tire lines, and the rest 
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because patients are more than arthritic joints, asthmatic lungs and inflamed skin . 
controlling inflammatory symptoms in steroid-responsive disorders is not enough! 


Even cortisone, with its severe hormonal 
reactions, can effectively control allergic, in- 
flammatory and rheumatoid symptoms. But 
a patient is more than the sum of his parts— 
and the joint, lung and the skin are only parts 
of a whole patient. Symptomatic control is 
but one aspect of modern corticotherapy, be- 
cause what is. good for the symptom may also 
be bad for the patient. 


ARISTOCORT...An Outstanding “Special 
Purpose” Steroid when the complicating prob- 
lem is increased appetite and weight gain... 


ARISTOCORT has been found to be a most use- 
ful steroid when the problem of appetite and 
weight control in middle-aged people, who all 
too often are overweight, can be serious; for 
patients where there already is difficulty with 
breathing; in patients where extra weight is 
still another burden on joints; in patients 
when a dietetic regimen must be carefully 
maintained, or weight gain makes diabetic 
control more difficult. 


ARISTOCORT, in contrast to other steroids, 
does not stimulate the appetite and does not 
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Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy... 


Aristocort 


Triamcinolone Lederle 


Knee Joint, Left: distal end of femur; Right: proximal end of tibia 


cause weight gain. In certain patients, there 
may even be a desirable suppression of appe- 
tite with ARISTOCORT, and in some patients 
who had gained weight on other steroids, 
there was less appetite stimulation with 
ARISTOCORT.'*” 


When the complicating problem is sodium 
retention or edema... Edema is, of course, 
undesirable in any patient. But salt and 
water retention is a particularly serious com- 
plication in patients with cardiac disease, 
hypertension, pulmonary fibrosis or renal dis- 


order. This complication has often prevented 
the use of corticosteroids in patients with 
steroid-responsive disorders. 


More than four years of extensive experience 
with ARISTOCORT have now demonstrated 
decisively that such patients can be treated 
effectively in indicated conditions, without 
this hazard. 


Thus, Boland’ reported that triamcinolone 
has less tendency than any other available 
steroid for salt and water retention; Hol- 
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lander’ found triamcinolone useful in the often emotionally disturbed. Euphoria and 
treatment of patients with cardiac decom- insomnia have been classic by-products of 
pensation who needed steroid therapy since steroid therapy, except for ARISTOCORT. 
it did not produce edema,*® and a similar Psychic aberration and insomnia, intensify- 


statement was made by McGavack et al.° ing itching and harmful scratching, have 
Fernandez-Herlihy,’ among other investi- often accompanied other steroid therapy. 


gators, ha ARISTOCORT has been repeatedly singled out 
brought on diuresis and sodium loss in pa- tag 

‘ for the remarkably low incidence of mental 

tients with edema induced by earlier steroids 

stimulation and insomnia with its use."** 


or. other causes. This important attribute means that patients 
When the complicating problem is emotional with emotional and nervous disorders, who 
disturbance or insomnia... II] people are also have steroid-responsive conditions, can 
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be treated effectively with ARISTOCORT, with 
minimal risk of psychic stimulation. 


When the complicating problem is hyperten- 
sion... Hypertensive patients with conditions 
indicating steroid therapy, who were formerly 
considered unsuitable candidates for cortico- 
steroids, can be treated with ARISTOCORT 
without the danger of increasing hyperten- 
sion. Boland’ states that triamcinolone has 
little or no tendency to aggravate arterial 
hypertension. Sherwood and Cooke’ found no 
blood pressure increase in any patient treated 


Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy... 


Aristocor 


Triamcinolone Lederle 


with ARISTOCORT. In some, blood pressure 
even fell, and of these, three had been hyper- 
tensive. Kanof et al.’ reported that when 
ARISTOCORT was given to patients for long 
periods, there were no significant changes in 
blood pressure. 


ARISTOCORT ... Unsurpassed “General Pur- 
pose” Corticosteroid Outstanding For Short- 
Or Long-Term Use... A substantial body of 
literature now attests to the unsurpassed 
efficacy and relative safety of ARISTOCORT 
in the treatment of acute conditions, requir- 
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ing short-term steroid therapy, and for 
chronic disorders, requiring prolonged use of 
steroids, often for a number of years. 


A recent statement by an allergist, who de- 
scribed himself in his report as following a 
“middle course” in corticosteroid therapy 
may be taken as a representative example." 
“... Lhave utilized this corticoid [triamcino- 
lone] more than others previously prescribed, 
and for the time being at least, it is the corti- 
coid of first choice. Since the introduction of 
triamcinolone, other corticoids including 


dexamethasone and methylprednisolone have 
been introduced into clinical use and their 
superior virtues extolled. I have had only a 
limited experience with these corticoids, and 
therefore cannot pass critical judgment. In 
the few cases in which I have used them, they 
did not seem to offer any special advantage 
over triamcinolone, although this is hard to 
evaluate...” 


An important point made by this investigator 
was that ARISTOCORT was used in conjunc- 
tion with other drugs, such as iodides, expec- 
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Cross-section of asthmatic bronchiole, lumen filled with exudate 


torants, and bronchodilators. ARISTOCORT 
dosage could thus be reduced gradually to a 
relatively small daily maintenance dose. A 
similar recommendation was made for using 
antihistamines with corticoids to maintain 
the patient symptom-free on reduced corti- 
coid dosage. 


Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy... 


Aristocort 


Triamcinolone Lederle 
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tions from your Lederle representative, or write to Medical Advisory Department. 
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POSITION OF SELECTED STOCKS 


EARN. $ PER SHARE INDIC. 1961 

1960 E196! DIVD. $ PRICE RANGE 
BECKMAN INSTRUMENTS ............ 1.92 2.70 Nil 145%4- 87 137 
CAMPBELL $71 74.10 2.00 119 - 77% 123 
CorRNING GLASS WKS. .............. 3.23 3.25 2.00 194% -164 165 


55%- 42 53 
57¥%- 40% 
87%- 70% 76 


*ISSUE 


APPROX. 
PRICE 


GERBER PRODUCTS 51.89 *2.10 1.00 
Kerr-McGeEE OIL *1.36 *2.80 0.80 
MINNESOTA MINING ‘i 1.50 0.60 


*Listed on New York Stock Exchange. E—Estimated. *Years ended June 30 (excluding $0.32 
capital gains in 1959-1960). In 1961 includes Offner Electronics on a pooling of interest 


basis. *Years ended July 31. *Years ended Mar. 31, 1961 and 1962. ‘Years ended June 30. 


from the mechanical rubber goods, footwear 
and general products, textiles, and chemical 
divisions. Despite lower natural rubber prices 
and the anticipated recovery in operations dur- 
ing the current half, 1961 earnings are likely 
to be down somewhat, reflecting major indus- 
try problems. 


New product development emphasizing 
wider-margined items, expansion abroad, and 
a growing number of company-owned retail 
stores enhance longer-term potentials, however. 
Dividends should continue at $0.55 quarterly. 
We would retain commitments in the shares. 


RONSON CORPORATION EXTENDING GAINS 


Since expiration of its basic cigarette lighter 
patents in 1952, Ronson has bolstered its posi- 
tion by extending its product line to include 
electric shavers, other small electric appliances, 
aircraft and missile parts, and rare earths and 
alloys. Earnings, which had dropped to $0.54 
a share in 1958, subsequently recovered to 
$1.29 in 1960 and seem headed for about 
$1.50 in the current year. Foreign operations 
account for more than one-third of sales and 
over 60% of net income. Lighter sales have 


trended upward following introduction of the 
butane line in 1958, lighter fuel and accessor- 
ies are a stable and highly profitable phase of 
the business, and other activities are under- 
stood to be running ahead of last year’s levels. 
Cash dividends should hold at $0.15 quarterly. 
and another stock extra (2% in 1960) is pos- 
sible. Reasonably priced at about 22 (N.Y.S.E.) 
the stock is essentially a speculation on the 
further success of the management's diversifi- 
cation efforts. 


TEXAS GULF SULPHUR ATTRACTIVELY PRICED 


Texas Gulf Sulphur is the world’s largest 
producer of sulphur. Continued growth in 
consumption is correcting industry overcapacity 
caused by the development of foreign reserves, 
and there has been a marked firming in prices. 

The company has exercised an option to 
acquire from Delhi-Taylor Oil Corp. the richest 
potash reserve yet discovered in the U. S. It 
is at Cane Creek, Utah. Construction has be- 
gun on a $30 million mine and plant, to have 
an annual capacity of over one million tons of 
potash. These facilities, which should be com- 
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pleted by the end of 1962, will make Texas 
Gulf the largest domestic potash producer. No 
outside financing is anticipated. Delhi-Taylor 
retains a maximum 25% interest in net profits 
and is guaranteed $4.5 million in the first 412 
years. Texas Gulf expects the property to earn 
money for it even while payments are being 
made. 

The company now ships close to 40% of its 
sulphur in molten form through its terminal at 
Beaumont, Texas. It has six storage areas for 
molten sulphur in the eastern half of the U. S. 
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“For centuries the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.”' 


Kidney impairment, with varying degrees of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.” 


Tophus in the calyx, surrounded by fibrinoid 
exudate and detached mucosal epithelium. 


The mid- and outer portion of the pyramid with 
typical uric acid crystals in the collecting system.* 


iz 
| 
' 
4 
| | 
| 


AIDS TO DIAGNOSIS 


Rheumatoid Arthritis ...continuous discomfort and 


progressive disability. 


Degenerative Arthritis... continuous discomfort. 


Gout ... acutely painful attacks followed by periods of remission. 


“The metatarso- 
phalangeal joint 
of a great toe is 
affected early or 
repeatedly in 
some cases, 
rarely or never 
in others.” 


“All patients 
complaining of 
non-traumatic 
musculoskeletal 
discomfort 
should have at 
least one serum 
uric acid deter- 
mination.” > 


“If a family history of gout is 
obtained, even though it is one 
or two generations removed, 
this information is significant.”* 


Colchicine test: “Colchicine 
should be administered as 
early as possible after the 
onset of articular distress, 1 
mg. ...every 2 hours until the 
onset of gastro-intestinal dis- 
tress. From 5 to 8 mg. usually 
are required.” Pain relief is 


highly indicative of gout. 


THE “INSULIN OF GOUT”? 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for tong-term administration.”® 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. 


A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


“ .. the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.”? 


COLCHICINE WITH BENEMID - 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.: J. Kentucky M.A. 58:707, June, 1960. 2. Wyngaarden, J. B.: Arthritis & Rheumatism 1:191, June, 1958. 3. Tal- 
bott, J. H. and Terplan, K. L.: Medicine 39:405, Dec., 1960. 4. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 
5. Kuzell, W. C., et al.: J. Chron. Dis. 2:645, Nov., 1955. 6. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of 
medicine, ed. 10, Phila., W. B. Saunders Co., 1959. 7. Bartels, E. C., and Kepkay, P. H.: Bull. Vancouver M.A. 29:306, April, 
1953. 8. Boland, E. W.: World-Wide Abstracts of Gen. Med. 3:16, Jan., 1960. 9. Talbott, J. H.: Current Med. Dig. 26:57, Nov., 1959. 


Before pte or administering BENEMID or ColBENEMID, the physician should con- 
sult the detailed information on use accompanying the package or available on request. 


@ MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


BENEMID AND COLBENEMID ARE TRADEMARKS OF MERCK AND CO., INC, 
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and plans to construct another at Jacksonville, 
Fla. 

Sulphur tonnage sales in 1961 are expected 
to at least equal those of 1960, and, with prices 
firmer, sales volume should climb slightly. 
Revenues from oil and gas operations should 
continue to gain, although these are only a 
small percentage of the total. Margins are ex- 
pected to widen as an increasing portion of 


Unit product sales in the first half were up 
2%, reflecting higher sales abroad which more 
than offset lagging domestic demand. Although 
earnings rose to $1.78 a share from $1.46 a 
year earlier, informed sources do not look for 
this gain to be fully maintained, mainly be- 
cause of price uncertainties in the European 
market, where Russian penetration is being 
felt. 

The adverse effects of Soviet exports are 
regarded as temporary, since the growth in 
European demand should absorb excess sup- 
plies over the longer term. Little anxiety is felt 


STATISTICAL BACKGROUND 


*In millions of dollars. *Before depreciation and depletion. *Adjusted for 3-for-1 split in 1955. E—Estimated. 
Capitalization: Funded debt, none; capital stock, 10,020,000 shares (no par). 


SMALLER GAIN FOR STANDARD (N. J.) 


CAPITAL SHARE ($) DATA 
INC, EARNS. PAID 


PRICE 
RANGE 


E1.40 0.75 27%4-18% 
13.72 1,37 1,00 19%-15% 
13.34 1.33 1.00 25%-17 
13.38 1.34 1.00 24% -15 
17.56 1.75 1.75 33-14% 
28.14 2.81 2.00 38% -28% 
32.36 3.23 2.00 44% -36% 
30.54 3.05 1.83 42% -26% 
24.53 2.45 1.67 37-26% 


2.51 2.33 39 


-33% 


sulphur sales is made in the low-cost molten 
form. Earnings are estimated at $1.40 a share, 
up from $1.37 in 1960. Maintenance of divi- 
dends at $0.25 quarterly is anticipated. 

With the company’s long-term prospects en- 
hanced by development of the rich Utah potash 
reserves, the shares, selling at 19 times earnings 
to yield 3.7%, offer good value at approxi- 
mately 26 (N.Y.S.E.). 


over the loss of long-term marketing arrange- 
ments in the Southeast, as the company, through 
Humble, is already expanding in Florida, Mis- 
sissippi, Georgia, Alabama, and Kentucky. 
Earnings for all of 1961 are estimated at $3.40 
a share, compared with last year’s $3.18. The 
interim dividend is expected to remain at $0.55 
quarterly, with the year-end disbursement of 
$0.60 bringing the total annual payout to $2.25, 
as in the past four years. Selling at 14 times 
earnings to yield 4.9%, this stock, recently at 
44 (N.Y.S.E.), is among the more reasonably 
priced of the blue chips. 
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First total regimen in athlete’s foot 


Apvicin is the first topical preparation to combine the proved anhidrotic and antipruritic benefits of an 
anticholinergic with widely accepted fungicidal and keratolytic agents... Apvicin reduces local sweating, 
helps keep feet dry... helps relieve itching promptly ...has a pleasant medicinal scent...may shorten the 
fungous-clearing time required with oral FULVICIN. Supplied: Avvicin Powder—2 ounce can—for daytime use. 
Apvicin Cream—50 gram tube—for nighttime use. For complete details, consult latest Schering literature available from 
your Schering Representative or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 


NEW 


first topical fungicide 
with sweat-inhibiting action® 


TOPICAL 


2-way antifungal attack 


in a moisture-controlled, 


antifungal environment 


first orally effective 


antifungal antibiotic for ringworm 


*ADVICIN contains diphemanil methylsulfate (PRANTAL®) 2%, 
undecylenic acid 5%, and salicylic acid 3%. 
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Enjoy a LUXURY CRUISE 


Contemplating a luxury cruise? Then the following questions 
answered by Ruth Pivirotto, Social Directress, aboard the 
Cunard Line, applying her wealth of knowledge and experi- 
ence, ashore and afloat, will be of great interest to you. . 


Q. Are there First, Cabin and Tourist 
Classes on a cruise? 


A. One of the most widespread miscon- 
ceptions about cruising is that the ship is 
organized for cruising in the same way as for 
transatlantic travel. It’s not. There is only one 
class on a cruise and the original cost of your 
ticket entitles every passenger to take part in 
every activity, view all the entertainment on 
board and dine in high style at any or all of 
the meals served each day. 


/ 


/ 


\, 
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Q. Dol need a passport and a lot of shots? 


A. The answer is an emphatic “No” to both 
questions! All the ports in a cruise itinerary 
are visited under what is called “yacht privi- 
leges” and visitors are permitted ashore with- 
out passports for sightseeing and shopping with 
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*Case Reports on File, Wampole Laboratories 


ANNOUNCING: the first orat enzyme 


preparation as efficacious as an injection 


Chymotrypsin is the only orally administered proteolytic enzyme likely to reach the site of inflammation in active form. In 
contrast to trypsin, which is rapidly inactivated, chymotrypsin remains relatively stable in human intestinal juice.1,2 Evidence 
of systemic absorption — Experimental: Radioactive studies show blood levels after one 20 mg. AVAZYME tablet comparable to 
those of intramuscular injection of 5 mg. chymotrypsin.1,3 Clinical: Oral AVAZYME therapy reversed the inflammatory process 
in chronic and acute conditions; prevented severe postoperative edema and ecchymosis.4,5 Well tolerated and practical — 
Eliminates painful or necrotizing injections, and reduces the risk of allergic or anaphylactoid reactions. 


INDICATED in trauma, pre- and post-surgery, thrombophlebitis, ophthalmology, obstetrics and gynecology, urology, respiratory conditions, 
otolaryngology, oral and dental pre- and post-surgery. Desage: In severe cases, two tablets four times daily followed by a maintenance 
dosage of one tablet four times daily. In mild cases, one tablet four times daily is sufficient. In the presence of infections, appropriate 
antibiotic therapy should be used concurrently. AVAZYME is compatible with all commonly used drugs. Available as crystalline chymotrypsin 
(AVAZYME) in yellow enteric coated tablets equivalent in proteolytic activity to 50,000 Wampole Units (approximately 20 mg.), bottles of 48. 
NOTE: In the event that AvAzYME tablets are not readily obtainable, the pharmacist can be assured of supplies by calling his wholesaler. 
AvazyMe is carried by all major wholesalers. 

REFERENCES: 1. Avakian, S.: New England J. Med. 264:764, 1961. 2. Wohiman, A., Kabacoff, B. L., and Avakian, S.: to be published. 3. Bogner, 
R. L.: to be published. 4. Coleman, J. M., et al.: Intestinal Absorption of Crystalline Chymotrypsin, Exhibit presented at the Scientific Session 


of the American Academy of General Practice, Miami Beach, Florida, April 17, 1961. 5. Monninger, R. H. G.: scheduled for publication in Clinical 
Medicine, 1961. 


® An orally administered enzyme with proven absorption. 
A research development of Wampole Laboratories. 
WAMPOLE 


&n oi! crystalline chymotrypsin tablet 
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a minimum of interference from local regula- 
tions. 

The only requirement as far as shots are 
concerned is that passengers must have a cer- 
tificate showing they have had a small pox 
vaccination within the last three years. 


Q. What should I bring with me to wear? 
A. One boon to female 
passengers and also to the 
men, although they would 
never admit it, is that there is 
no restriction on the amount 
of luggage passengers may 
take on a cruise. You can 
bring whatever you like, al- 
though some items will be 
more useful than others. 

For daytime activities 
aboard ship, casualness is the 
keynote, so an abundance of 
sport clothes is a wise choice. 
For shore excursions, cool, 
comfortable cotton dresses, 
that extra bathing suit for the 
beautiful, inviting tropical 
beaches you will encounter, 
and a sensible pair of walking 
shoes are musts. 

Versatility in your ward- 
robe will be a great help for 
gala evenings afloat or night- 
clubbing ashore. Jacketed 
dresses, the popular print shirt- 
dress, and your favorite cock- 
tail ensemble and dress shoes 
will all come in handy after 
sundown. 


Q. Just how formal are 
cruises? 

A. To begin with, I tell pas- 
sengers that a cruise can be as 
formal or as casual as they 
would like it to be. 


Formal dress in the evening is purely vol- 
untary. Most people feel that being on vaca- 
tion should be different from being home. 
That’s why some dress for dinner and some 
don’t. It’s our job to provide facilities for 
both. 

The only requirement aboard ship is that 
ladies are not permitted to wear shorts or 
slacks in the dining room and that gentlemen 
must wear jackets. This is true of any lounge 
or restaurant ashore. For those who wish to 
remain in casual clothes for lunch, there is an 
extensive deck buffet. 


Q. Are children out of place on a cruise? 

A. Not at all. Children are more prone to 
the excitement of a cruise than adults, and 
the staff sees to it that they have the time 
of their lives. We have programs for children 
of every age group which include deck sports, 
deck hikes, scavenger hunts, teen-age dances, 
costume balls and a number of other activities. 
In addition, there is a special children’s party 
which I hold, while our cruise director hosts 
a party for the parents in another room. 


Q. Do you do anything special for passen- 
gers traveling alone? 

A. Every passenger who sails on one of our 
cruises receives invitations to at least two 
functions where they will be able to meet the 
ship’s officers and cruise staff and make friends 
among the other passengers. These are the 
Captain’s “Welcome Aboard” cocktail party, 
and the cocktail parties given by our cruise 
director, to which every passenger is invited at 
one time or another. Moreover, there is a 
special Tea Dance for passengers traveling 
alone, and the afternoon gymkhanas which are 
a lot of fun present a great opportunity to 
meet people. 

The ship’s Catering Department will also 
assist any passenger who wishes to entertain 
fellow voyagers in a private party. 


Q. Are hairdressing and other personal 
services available? and will I be able to main- 
tain my diet? 

A. There is a personalized valet service and 
a modern, well-equipped beauty parlor. All 
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When you prescribe you prescribe sleep 
Elixir form), patients get to sleep...and sleep throughout the night. ) “—— 


pathogens 


susceptible 


RAPID RESPONSE — Tao provides a 
rapid and decisive response in a wide range 
of common bacterial infections due to many 
Gram-positive and some Gram-negative bac- 
teria. And after four years of clinical experi- 
ence, Tao continues to be effective against 
many resistant staphylococci. That’s why 
YOU CAN COUNT ON 


triacetyloleandomycin 
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\ 
TAO TAO x TAO \ TAO 
IN VIVO *IN VITRO \ *DEMONSTRATED IN ‘ *DEMONSTRATED IN 
ACTIVITY ACTIVITY REPORTED \ LIMITED REPORTS \ PROTECTIVE STUDIES 
” Staphylococci Meningococci \ Klebsiella \ Rickettsia - 
Streptococci Listeria monocytogenes \ pneumoniae Psittacosis virus 
oO Pneumococci Erysipelothrix rhusiopathiae Ps. aeruginosa Lymphogranuloma 
re) Gonococci Corynebacterium diphtheriae, catarrhalis \ inguinale virus 
H. influenzae Clostridium species \ \ Protozoa : 
= Bacillus subtilis (notably amebae) 
Bacillus anthracis \ \ 
Brucella species \ \ 


these busy pathogens 
often cause these 
commonly seen infections 


otitis media acute URI sinusitis tonsillitis pharyngitis laryngitis bronchitis 
lobar & bronchopneumonia « bronchiectasis - lung abscess « furuncies « otitis externa 
carbuncles impetigo contagiosa ecthyma + acnevulgaris - infected cysts 
abscesses - infected contact dermatitis - infected eczema + other pyoderma « cellu- 
litis + infected traumatic or surgical ulcers and wounds «+ pyelonephritis + pyelitis - 
ureteritis + cystitis « urethritis (including acute gonococcal) « acute saipingitis - endo- 
metritis - bartholinitis - osteomyelitis - staphylococcal enterocolitis « septic arthritis 


INFECTIONS 


OUTSTANDING RECORD OF Intravenous, as oleandomycin phosphate. 
SAFETY—tTao is exceptionally well tol- Usual adult dose: 250 to 500 mg., four times 
erated. No serious toxic reactions have been aily, depending on severity of infection. 
encountered in the recommended dosage. Aller- Usual donne 3 to 5 mg./lb. body 
gic reactions are infrequent and seldom se- Weight every 6 hours. 

vere. Available as Tao Capsules, 250 and Reavy mixed = Raspberry Macered medintnie Use 


Raspberry Flavored + For Pediatric Use 


mg. per 5 cc.; Pediatric Drops, 100 mg. per New York 17, N. Y. 


* a é Division, Chas. Pfizer & Co., Inc. 
cc. of reconstituted liquid; Intramuscular or Science for the World’s Well-Being® 


*These reports of antimicrobial activity represent experimental data and are not considered to be clinical indications for the use of triacetyloleand 
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the services of a luxury resort hotel are avail- 

able so women will have no trouble looking 

their very best for the fun-filled activities. 
Maintaining your diet is 

another matter. The chefs will 

do their utmost to prepare 

dishes for any passenger’s 

special diet, but staying away 

from the renowned interna- 

tional cuisine served on board is no easy task. 


Q. Can you really pick up bargains in the 
West Indies? 


A. Not only are bargains in china, siiver- 
ware, clothing, watches, perfume, and many 
other items available in ports, but when you 
visit them on a cruise, you know exactly where 
to go. 

Brochures, lectures and shopping talks held 
on board the ship will give you a keen insight 
on how to avoid the initial stumbling which 
marks the first visits of many bargain-seeking 
tourists. 

Cruise shoppers are also able to eliminate 
the nuisance of carrying burdensome packages 
around with them by just leaving the name of 
the ship and their stateroom number at the 
store. The shopkeepers will see that the pur- 
chases are waiting for you in your room when 
you return to the ship. 


Q. Will I have much time in port? 


A. The question of time in port makes it 
a necessity for cruise passengers to choose a 
fast ship for their trip. Only a fast ship can 
guarantee a full sun-splashed day of excitement 
in more ports on a short vacation. 

Another time-saving convenience on cruises 
is the continuous tender service in those ports 
where the cruise ship doesn’t tie up at the dock. 
A courteous, helpful member of the cruise staff 
is always on hand at the gangway to ensure 
debarking passengers of a fast start whether 
their goal is sightseeing, shopping or a little 
nightlife. 


Travel continued on page 169a 
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a quiet little revolution 


INFLAMMATORY NEURITIS used to take three to six 
weeks for recovery. However, life was seldom threat- 
ened, recovery was all but certain and no headlines 
were made when published studies indicated that 
Protamide could usually reduce these weeks to as 
many days. 


Nevertheless a quiet revolution has taken place in 
this small province of medicine. Protamide is not indi- 
cated in mechanical nerve trauma. But when the nerve 
root is inflamed as, typically, after a virus infection or 
in herpes zoster, Protamide may be considered as the 
treatment of choice.'4 


START PROTAMIDE EARLY— When treatment is begun 
within a week after onset of symptoms, two or three 
injections of Protamide bring not only relief from pain 
but prompt recovery in almost all patients. In cases not 
seen early, therapy must of necessity be longer. 


PROTAMIDE®—an exclusive colloidal solution of 


processed and denatured enzyme—is not foreign pro- 
tein therapy. 


Boxes of 10 ampuls, 1.3 cc. each, for intramuscular 
injection. 


FOR DETAILED INFORMATION WRITE MEDICAL DEPARTMENT OF 


DETROIT 11, MICHIGAN 


1, Baker, A. G.: Penn. Med. J. 63:697 (May) 1960. 2. S' G. S.: Arch. Ophthal. 62:382 
) 1959. 3. Smith R. T.: Med. Clin. N. Amer. (Mar.) 1957. 4. Lehrer, H. W.; Lehrer, H. G, 
Lehrer, D. R.: Northw. Med. (Nov.) 1955. 
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for psorvasis—especially in intertriginous areas 


in view of the importance of the 
skin-drug-vehicle relationship, we are pleased 
to announce the availability of 


ALPH O SY a LUBRICATING C REAM 


THE CLINICALLY PROVEN ALPHOSYL FORMULA IN 


A PHARMACOLOGICALLY IMPROVED CREAM BASE 
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NEW! ALPHOSYL CREAM 
for psoriatic plaques — especually mn 
intertriginous areas — in a base 
that simulates natural skin lipids! 


OFTEN. CLEARS PSORIATIC LESIONS— ESPECIALLY IN INTER- 
TRIGINOUS AREAS! The most distressing location for 
psoriatic plaques is often in intertriginous areas!— 
areas where dry, scaly lesions cause constant friction, 
continuous irritation. The introduction of Alphosyl 
Lubricating Cream is significant, because it is of par- 
ticular value in the dry, extremely scaly psoriatic 
lesions—especially in these intertriginous areas.? It 
not only helps remove scales, but it enhances lubri- 
cation of the skin folds to lessen irritation—has 
proved effective even in resistant cases. In a recent 
clinical study? of 96 psoriatics, 73 patients experi- 
enced 75 to 100% clearing, while 15 had from 50 to 
75% clearing with AJphosyl Lubricating Cream. 


AN IMPORTANT NEW BASE THAT SIMULATES NORMAL 
skin tipios! Alphosyl Lubricating Cream is 
formulated in a unique vehicle that enhances lubri- 
cation and moisture retention. The base consists of a 
combination of saturated and unsaturated free fatty 
acids, naturally occurring triglycerides, sterols and 
esters resembling the lipoid constituents of normal 
healthy skin. It also contains hydrophilic-lipophilic 
bipolar substances which enhance the “wettability” 
or moisture uptake and retention of the amphoteric 
proteins of the stratum corneum. It has been shown 
that squalane, one of the ingredients of the base, is 
most effective in dissolving a cement substance in 
psoriatic scale. 


In tubes of 60 Gm. appLication: Rub well 
into lesions 2 to 4 times daily, or as required. 


ACTIVE INGREDIENTS: Allantoin 2% and special coal tar 
extract (Tarbonis®) 5%. 


note: Alphosyl Lotion and Alphosyl HC (lotion 
with 0.25% hydrocortisone) are, of course, available 
for your routine prescription. The Lotion is espe- 
cially recommended for psoriasis of the scalp — 
Alphosyl HC, whenever inflammation is present. 
REFERENCES: 1. Michelson, H. E: Arch. Dermat. 78:9, 1958. 
2. Bleiberg, J.: Clin. Med. 8:1724 (Sept.) 1961. 


txels REED & CARNRICK / Kenilworth, New Jersey 
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to prevent pain and anxiety 
in angina 


For your angina patients, EQUANITRATE helps control pain and angina- 
triggering anxiety. EQUANITRATE reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerine dependence. Russekt 
reports “‘The best results ... in both clinical and electrocardiographic response, 
were observed with a combination of meprobamate and pentaerythritol 
tetranitrate [EQUANITRATE] in the patients studied.” 


For further information on the limitations, administration, and prescribing 
of EQUANITRATE, see descriptive literature or current direction circular. 
+Russek, H.I.: Am J. Cardiol. 3:547 (April) 1959. 


Supplied: EQuaNniTraTeE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


Wyeth Laboratories Philadelphia 1, Pa. 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 
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BARGAINS ABOUND 
IN SOUTH AMERICA 


Americans returning from a South Amer- 
ican holiday often greet U.S. customs inspec- 
tors looking like a combination of leather 
goods salesmen, peddlers of Indian novelties 
and gem dealers. 

Crowded in their luggage are alligator hand- 
bags, wallets, belts and briefcases, handloomed 
Indian textiles, semi-precious as well as pre- 
cious stones. 

To assist travelers touring South America, 
Pan American World Airways has issued the 
following country-by-country shopping guide: 


@ ARGENTINA—AIl kinds of leather 
goods, luggage, ladies handbags, billfolds. 
Leather bags, for example, begin at $10; alli- 
gator bags are from $20 up. Black antelope 
evening bags lined with white antelope are 
reasonable. Hand-loomed ponchos, in many 
shades, make wonderful and unusual sports 
jackets for women. Prices for wool sweaters 
are lower than in the United States. 


@ UruGuAY—Woolens and leather, in- 
cluding suede and nonato (unborn calfskin) 
are staple shopping items. Biggest buy is 
nutria which is native to Uruguay and consid- 
ered the world’s best. Prices are: jacket, 
$100 to $160; three-quarter-length coat, $200; 
full-length coat, from $240 to $300. 


@ ParaGuAy—Artisans and old lace 
summarizes the shopping picture in this off- 
the-beaten track country. The delicately beau- 
tiful nanduti lace, fashioned in collars, cuffs, 
doilies, mantillas, luncheon and banquet cloths 
is the best known product. 


At Bahia, Brazil, a two-level city, this 


elevator carries public up and down. 


@ Brazit—This is the land of semi- 
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precious stones—amethyst, topaz, aquamarine, 
tourmaline—and anybody can afford them. 
Topaz ranges in color from light honey to 
molasses. Amethyst, the stone of royalty, runs 
from violet to purple; aquamarine, from sky- 
blue to ocean blue. In shopping for any of 
these stones, tourists should remember that the 
darker the stone, the better the quality. The 
reverse is true of tourmaline. 


@ VENEZUELA—This country’s “oro co- 
chano” is reputedly the purest gold in the 
world and native craftsmen are experts at fash- 
ioning exotic jewelry from it. Earrings, $10 
up, pins $15 up, and bracelets, about $40. 


@ CoLtomBiA—In this country, the 
world’s principal source of emeralds, the price 
for rough stones ranges from $2 to $10. Cut 
emeralds cost from $10 up. A fine stone runs 
as low as $100. 

Uncut emeralds are used in silver earrings 
and pins with Chibcha Indian designs which 
make inexpensive gifts from $3 to $10. Ex- 
quisitely designed jewelry with cut emeralds in 
settings of white gold run as low as $60. Brass 
or copper Spanish colonial stirrups—unusual 
decorative items for the house—cost $5 to $8 
a pair. 


@ Ecuapor—Home of the so-called 
Panama hat (Panama imports them from here). 


170a 


Sugar Loaf Mountain dominates the harbor of Rio de Janeiro, a city of wide boulevards, modern 
architecture and curving beaches. For exciting view visitors cable car to summit of Sugar Loaf. 


They are known as Montecristo hats or jipijapa 
hats and $12 buys a fine one. 


@ PeRuU—Silver is handcrafted into al- 
most every conceivable use—jewelry, tea sets 
and antique items—at prices well below the 
U.S. cost. Hand-tooled leather coffee tables, 
hand-loomed Indian textiles made of cotton 
and wool and vicufia are other bargains. 


e BoLivia—Vicufa items also abound in 
this mountainous country with the world’s 
highest capital. Other buys are made from the 
wool of the alpaca, a relation of the vicufia. 


@ CHILE—Copperware is, of course, the 
principal buy in copper-producing Chile. There 
are trays, ash trays, cigarette boxes and other 
articles made of this metal. 

Calendar of Meetings on page 174a 


TO OUR READERS: You are avid travelers— 
as statistics show—taking trips for pleasure and 
relaxation as well as to attend professional 
meetings in this country and abroad. In addi- 
tion, you often prescribe travel for your patients. 
Thus, the purpose of this department is to give 
you concise, practical information about one of 


your strong interests—travel. 
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in convenient 
sustained-release 
form for more 

efficient assimilation 


ase capsules 


for improved treatment of iron-deficiency anemia 


Each Mol-lron Chronosule contains the equivalent 
5 of 80 mg. elemental iron. Gradual dosage release 
‘ means greater patient tolerance — minimizing 

G.I. disorders. Marked increases in hemoglobin 

and hematocrit levels through sustained 
liberation of more absorbable Mol-lron. All the 
advantages of specially processed Mol-lron — now 
in the form most conducive to efficient assimilation. 
Dosage: Adults — one Mol-lron Chronosule daily. 

In severe anemia, one Chronosule twice daily. 
Children — one Mol-lron Chronosule daily. 
Supplied: Bottles of 30 Chronosules. 


Complete information concerning the use of this 
drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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measurable benefits 
in edema and hypertension 
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_ of-214 110 mm. Hg. 


Pk (OTOGRAPHS USED WITH PERMISSION OF THE PATIENT 


plus more built-in potassium protection 
than any other diuretic-antihypertensive 


a & 
Esidrix- 
50/1000 Tablets =| 


\ 
Supplied: ESIDRIX-K 50/1000 Tablets (white, , 
coated), each containing 50 mg. Esidrix and 

1000 mg. potassium chloride (equivalent to 524 mg. potassium). 
Also available: ESIDRIX-K 25/500 Tablets (off-white, coated), 

each containing 25 mg. Esidrix and 500 mg. potassium chloride. 
ESIDRIX Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). 
For complete information about Esidrix and Esidrix-K 

(including dosage, cautions, and side effects), see current 
Physicians’ Desk Reference or write CIBA, Summit, N. J. 


ESIDRIX®@ (hydrochlorothiazide CIBA) 
SINGOSERP® (syrosingopine CIBA) C 1B A Summit, N. J. 


2/2989MK 
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is pharmaceutical 
advertising 
really 


“advertising”? 


of course it is, though some have called it 


“education” . . . not really “advertising.” 


Of course it’s “advertising”... a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it's 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent . . . and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 


This message is brought to you on behalf of the producers of prescription drugs. 
For additional information, please write Pharmaceutical Manufacturers Associae 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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Calendar of Meetings 


A listing of important national and international medical conferences 


OCTOBER 


Cleveland, Ohio. Society for Clinical and Experi- 
mental Hypnosis, October 4, 5, 6. Contact: Dr. Dezso 
Levendura, 10900 Carnegie Ave., Cleveland 6, Ohio. 


New York, N. Y. International Congress of Aller- 
gology, Oct. 15-20. Contact: Dr. William B. Sherman, 
60 East 58th St., New York 22, N. Y. 


Geneva, Switzerland. International Congress on 
Therapeutics, October 6-8. Contact: Dr. P. Rentch- 
nick, Case Postale 229, Geneva, Switzerland. 


Lago Maggiore, Italy. Italian Society of Gastroenter- 
ology, Oct. 2-3. Contact: Prof. A. Gasbarrini, via 
Murri 3, Bologna, Italy. 


Niagara Falls, Ontario, Canada. Canadian Society 
for the Study of Fertility, Oct. 27-28. Contact: Dr. 
George H. Arronet, Infertility Centre, Royal Victoria 
Hospital, Montreal, Canada. 


Atlantic City, N. J. International College of Surgeons, 
Mid-Atlantic Regional Meeting, Oct. 12-14. Contact: 
Dr. Walter F. James, 1516 Lake Shore Dr., Chicago 
10, Tl. 


NOVEMBER 


Bethesda, Md. International Conference on Measles 
Immunization, Nov. 7-9. Contact: Public Health 
Service, National Institutes of Health, Bethesda 14, 
Md. 


Columbus, Ohio. Urinary Stone Conference, Novem- 
ber 10-11. Contact: Dr. Chester C. Winter, Divi- 
sion of Urology, Ohio State University Health Center, 
410 W. 10th Ave., Columbus 10, Ohio. 


Detroit, Mich. International Symposium on the Eti- 
ology of Myocardial Infarction, Nov. 16-18. Contact: 
Dr. Thomas N. James, Henry Ford Hospital, De- 
troit 2, Mich. 


San Francisco, Cal. International College of Sur- 
geons, Western Regional Meeting, Nov. 19-22. 
Contact: Dr. Walter F. James, 1516 Lake Shore Dr., 
Chicago 10, 


DECEMBER 


New York, N. Y. The Academy of Psychoanalysis, 
December 9-19. Contact: Dr. Joseph H. Merin, 
The Academy of Psychoanalysis, 125 East 65th 
Street, New York 21, N. Y. 


Nassau, Bahamas. Bahamas Surgical Conference, 
Dec. 27-Jan. 6. Contact: Mr. Irvin M. Wechsler, P.O., 
Box 1454, Nassau, Bahamas. 


JANUARY, 1962 


Calcutta, India. Asiatic Congress of Obstetrics and 
Gynecology, Jan. 23-25. Contact: Subodh Mitra, 
M.B., 4, Chowringhee Terrace, Calcutta 20, India. 


FEBRUARY 


Manizales, Colombia. Pan American Medical 
Women’s Alliance, Feb. 17-24. Contact: Dr. Bernice 
Sacks, 200 15th Ave., North, Seattle 2, Wash. 


MARCH 
Bal Harbour, Fla. International Anesthesia Research 


Society, March 18-22. Contact: Dr. A. William 
Friend, 227 Wade Park Manor, Cleveland. 


APRIL 
Nassau, Bahamas. Bahamas Medical Conference, 


April 15-28. Contact: Mr. Irwin M. Wechsler, P.O.: 
Box 1454, Nassau, Bahamas. 
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relieves the tension and anxiety that contribute 
to hypertension—but without causing apathy or inertia. It 
leaves the patient capable of continuing normal activities. 


has been shown! to be more effective with fewer 
side effects than other agents commonly used to control every- 
day nervousness, apprehension, tenseness and anxiety. 


TABLETS-REPEAT-ACTION TABLETS-ELIXIR-CAPSULES 


| Mec NE i| L | McNEIL LABORATORIES, INC., Fort Washington, Pa. 


1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, Scientific Exhibit, Annual AMA Meeting, San Francisco, Cal., June 23-27, 1958. 


MODERN 
THERAPEUTICS 


New therapies and significant clinical investigations 


abstracted from other journals. 


Expectant Mother Survives Surgery 
Using Heart-Lung Machine 

An expectant mother has survived an opera- 
tion in which a heart-lung machine was used 
for twenty minutes. 

A team of surgeons at the University of 
Washington School of Medicine, Seattle, said 
the operation shows that a heart-lung machine 
may be used safely insofar as the health of 
the mother is concerned, but the effect on the 
unborn child “remains in doubt.” 

The machine takes over the work of the 
heart and lungs while the heart is being oper- 
ated on. 

In the case reported, the 23-year-old mother 
gave birth to a son five months after the opera- 
tion but the infant, born with a number of 
defects, lived for only four months. The 
woman subsequently gave birth to a healthy 
son, they said. 

A severe congenital heart defect in the 
patient associated with an unusual combina- 
tion of circumstances necessitated the opera- 
tion during pregnancy, the surgeons said. 

The open-heart surgery required that the 
patient’s total blood circulation be handled by 
the heart-lung machine, a procedure termed 
total body perfusion, they said. Fortunately, 
they said, the need for total body perfusion 
for correction of a heart defect in an expectant 
mother “will be extremely rare.” 

“To our knowledge, this was the first in- 
stance in which a pregnant woman was sub- 


jected to total body perfusion,” the authors 
said. 

ROBERT LEYSE, M.D., MILFORD OFSTUN, M.D., 

DAVID H. DILLARD, M.D. and 

K. ALVIN MERENDINO, M.D. 

J.A.M.A., June 1961 


Artificial Hip Recommended 
for Fractures in Aged 


The use of artificial hip joints for elderly 
persons who suffer severe hip fractures was 
recommended by three Cleveland physicians. 

The operation allows the patient to bear 
weight on the hip in two to three weeks. 

Other surgical procedures, in which the 
broken hip is set and allowed to heal, require 
the patient to avoid weight bearing for six 
months. 

The authors conceded that “the end result 
of a well-healed hip fracture is superior to the 


“average prosthesis result.” 


However, if healing can be expected in only 
65 to 75 percent of the cases and complica- 
tions can be expected in 20 to 40 percent of 
those cases, then patients over 70 years of 
age Or younger patients with severe physical 
or mental disabilities should not be subjected 
to the extended period of non-weight bearing 
required for healing, they said. 

When an elderly or debilitated person sus- 
tains a hip fracture, it frequently marks the 


Continued on page 180a 
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allergy-free 


for 
months 


Anergex—one injection daily for 6 to 8 days—usually 
provides prompt relief that persists for months, re- 
gardless of the offending allergens or the symptoms 
present. This allergy-free state can be maintained by 
occasional booster doses, if indicated. 

Anergex—a specially prepared botanical extract—is 
nonspecific in action; it eliminates skin testing and 
long drawn-out desensitizing procedures—a single 
one-week course of daily injections is usually adequate. 


with a one week course of daily injections 
regardless of the offending allergens 


Marked improvement or complete relief was obtained 
in over 70% of more than 5,000 patients*. 


Effective in seasonal and nonseasonal rhinitis (pollens, dust, 
dander, molds, foods); allergic asthma; asthmatic bronchitis in 
children; eczema; food sensitivities. Anergex seems more effec- 
tive if given during exposure to the offending allergens, or when 
the patient has symptoms. 


Available: Vials of 8 ml.—one average treatment course. Each 
ml. contains 40 mg. specially prepared extractives of the Toxi- 
codendron quercifolium plant. 


*WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 
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A, pothecary 4 ars 


FOR DISPLAY, HOME, OR GIFT PURPOSES 


These beautiful decorative Jars are 
hand made and painted by the 
skilled craftsmen of the famous 
Anton Herr Pottery Works of 
Germany. They are suitable as 
Collector’s items, prizes, gifts, etc. 
Money promptly refunded if not 
satisfactory. HB 14. Jar “Boppard," decorated 


with roses, 12" high 
PLEASE ORDER BY NUMBER. HB 9. Jar “Mauritius,” wooden 


Add 10% to orders up to $10.00, top cover, 7!/2" high... .$11.80 
5% to orders up to $50.00, 3% to HB 27. Can “Coat-of-Arms" de- 
orders over $50.00 for postage, sign, 10/2" high 2.46 
packing and insurance. 


HB 21 HB 15 HB 4la 


HB 21. Bottle “Angelus” HB 16. Jar “Franz” design 
(colored) 9'/2" high $7. 


HB 41a. Liqueur Bottle 
HB 15. Jar “Boppard" design “Apothecary Design" 
7/2" high $8.8 igh 


(Exclusive U.S. Agents for Anton Herr Pottery Works) 
1447 Northern Boulevard, Manhasset, N. Y. 


Jar "Pogena” design 


9 
Jar “Hanau" design 


igh 
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PERIPHERAL 


more often than any other diuretic 


“This study concerned 56 patients with 
localized swelling in an upper or lower ex- 
tremity occurring after thrombophlebi- 
tis, ulcer of the leg,...trauma, or fracture.” 
“Conventional treatment appropriate for 
the specific condition was supplemented 
with diuretics and dietary salt limitation. 
Chlorothiazide (Diuril) in doses of 1 to 2 
Gm. a day was used in all cases...” “All 
patients showed measurable decrease in 
their edema, and the response was good 


or excellent in all but six.’’ 

Bedell, W.C.: J.A.M.A. 173:1811, August 20, 1960. 
Supplied: 250-mg. and 500-mg. scored tablets DIURIL 
chlorothiazide in bottles of 100 and 1000. 

Additional information is available to the physician on 
request. DIURIL is a trademark of Merck & Co., INc. 


M m MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


ANY INDICATION FOR DIURESIS IS AN INDICATION 
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MODERN THERAPEUTICS—Continued 


beginning of a gradual or rapid deterioration, 
they commented. A six-months’ convalescence 
in many elderly patients precludes any signifi- 
cant degree of walking, which by itself causes 
complications and necessitates considerable 
nursing care, they said. 

This discouraging picture can, for the most 
part, be avoided with the insertion of an arti- 
ficial hip joint, they said. 

These patients can get out of bed the day 
after surgery and walk with full weight bearing 
as early as two or three weeks after the opera- 
tion when there is healing and recovery of 
sufficient muscle strength, the physicians said. 

The rapid return to near prefracture state of 
physical activity prevents many of the general 


WHAT’S YOUR VERDICT? 
(Answer from page 50a) 


The Supreme Court of New Jersey af- 
firmed the decision of the Law Division 
which held: 

“The court finds that the defendant so- 
ciety is an involuntary organization, clothed 
with such public responsibilities that its 
actions are subject to judicial scrutiny. The 
rule of the society requiring four years of 
study in a medical college approved by the 
A.M.A., as applied to this physician, con- 
travenes the public policy of the State. It 
is in the interest of the State that all physi- 
cians and surgeons be given the opportunity 
to prove their qualifications to a hospital 
without the necessity of first establishing 
membership in the defendant society as a 
basic qualification for an opportunity to dis- 
play their talents as physicians. Here is a 
blatant illustration of the society’s creating 
itself as an intermediary between the licensed 
physician and a hospital; an effort we hold 
to be offensive to the public policy of this 
State.” 

Based on decision of 

SUPERIOR CouRT OF NEW JERSEY, 
AFFIRMED BY SUPREME COURT 
OF NEw JERSEY. 


complications commonly encountered follow- 
ing hip fractures, they said. 

The prosthesis consists of a knob, replacing 
the ball-like end of the thigh bone which fits 
into the pelvic socket, and a stem which fits 
into the thigh bone. 

The authors reported on a study of 102 
patients with an average age of 74, who were 
operated on during a five-year period. 

Of the 102 patients, excellent or good results 
were obtained in 82 percent, they said. 

This was felt to be “very satisfactory con- 
sidering the difficult problem at hand,” and 
that almost half of the operations were per- 
formed after failure of an initial bone-setting 
operation or as a result of a late complication, 
they said. 

The authors said they also felt that the oper- 
ation is “not unduly hazardous” in the aged. 

J. GEORGE FUREY, M.D., GEORGE E. 
SPENCER, JR., and DONALD J. PIERCE, M.D. 
J.A.M.A., July 1961 


Artificial Human Hearts 

Artificial human hearts can replace diseased, 
defective, or damaged hearts, according to Dr. 
Charles K. Kirby, Associate Professor of Sur- 
gery at the University of Pennsylvania School 
of Medicine. If the funds were made available, 
and the project were undertaken on a large 
scale, the artificial heart would become a real- 
ity in two to five years. It would potentially 
save thousands of lives, and would make it 
possible for many heart-attack invalids to live 
normal, productive lives. 

The potential artificial heart was described 
as a fist-sized, round-cornered plastic box with 
four protruding clear plastic flexible tubes, each 
the approximate circumference of a thumb. 
After the patient’s own heart had been re- 
moved, and his circulation continued by the 
heart-lung machine, the artificial heart would 
be inserted, and sewn in the chest, and the 
tubes attached to the blood vessels. The heart 

Continued on page 184a 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


§ 


lam pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 


about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not “just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—''a normal mental state.’ This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO, *Stedman's Medical Dictionary. 
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Symbols of the Age of Tension/Anxiety 


LISTICA by ARMOUR allays TENSION/ANXIETY... 
maintains acuity... promotes eunoia*. .. 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


LISTICA 


lifts the facade of New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
TENSION/ANXIETY inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 

tension /anxiety states. 


maintains Unlike many drugs, Listica does not affect unconditioned response or normal 
normal acuity ™otor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 

reading, writing, etc., without interference from.drug therapy. 


enhances As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA’— 
physician-patient “a normal mental state.” It bares the patient's true somatic condition, and facili- 
rapport tates diagnosis and therapy. Patients are more tractable to concomitant drug 

therapy, respond better, faster. 


without known Listica is safe, as well as effective. Chronic studies" in rats (12 months) and dogs 
toxicity or (6 months) were free of toxic manifestations at oral dosage levels as high as 200 
contraindications ™9-/kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 

were observed, even at doses up to 320 mg./kg. In humans, there have been no 

adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 

has not been noted. 


without serious During three and one-half years of clinical study in 1,759 patients,?-!3 Listica has 
side effects produced no serious side effects. Less than 4% of patients experienced any side 
or habituation effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 

even in patients taking Listica as long as two years. 


with convenient One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
dosage and of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
availability 200 mg. of Hydroxyphenamate, Armour. 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch, de Pharmacodynamie; 2Hubata, J. A., and Hecht, R.A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; Cahn, B.: 
Experience with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of 
Hydroxyphenamate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the 
Nervous System, Sept., 1961; Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moder- 
ate Anxiety States. /bid; 7Cahn,M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Derma- 
tological Therapy. /bid; ®Davis, O. F.: On Use of Hydroxyphenamate in Anxiety Associated with 
Somatic Disease. /bid; 9%Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquil- 
izer Drug (Listica). /bid; 1°Friedman, A. P.: Pharmacological Approach to Treatment of Headache. 
Ibid; \Greenspan, E. B.: Use of Hydroxyphenamate in Some Forms of Cardiovascular Disease| /bid; 
12Lunde, F., Davis, J., and Gouldmann, C.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. 
Ibid; 13McLaughlin, B. E., Harris, J., and Ryan, F.: Double Blind Study Involving “Listica,” Chlordi- 
azepoxide, and “Placebo” as Adjunct to Supportive Psychotherapy in Psychiatric Clinic. /bid; 14Bastian, 
J. W.: Pharmacology and Toxicology of Hydroxyphenamate. /bid; Bossinger, C. D.: Chemistry of 
Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe “‘Hydroxyphenamate, Armour.” 


USTICA—Hydroxyphenamate, Armour, ©1961, A.P. CO. *Stedman's Medical Dictionary 
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would contain a mechanical, piston-type pump, 
activated by an electrical source of power, 
which would be attached to the patient’s chest. 
The device would send impulses through the 
closed chest wall, making the pump operate. 

The artificial heart might be used in many 
patients who have suffered serious but not fatal 
attacks which left the heart muscle a mass of 
scar tissue. Many of these victims are living 
very restricted lives, and many are in hospitals 
because of heart failure. Other persons to 
benefit include those who have suffered rheu- 
matic heart disease and have badly damaged 
aortic and mitral valves as a result. In many 
of these patients, there is so much calcium 
deposited around the base of the valves that 
they cannot be satisfactorily replaced, and in 
others there has been so much weakening of 
the heart muscle due to rheumatic fever that 
the muscle would fail to respond even if the 
imperfect vaives could be replaced. 

The third group of heart victims who would 
benefit from the perfection of artificial hearts 
includes those patients with congenital heart 
defects. Many of these patients cannot be bene- 


I guess it was bound to happen sometime. Every 
seat is occupied by a detail man!’ 


fited by present surgical techniques, but might 
well be aided materially by an artificial heart. 
Dr. Kirby expressed the belief that successful 
artificial internal organs could be constructed 
long before the tissue barrier obstructing organ 
transplantation could be overcome. He referred 
to work being done to transplant living organs 
from one human being to another as replace- 
ments for diseased or damaged organs. Scien- 
tists have not been successful in solving the 
basic problem of preventing the natural de- 
fenses of the receiving patient from rejecting 
transplanted organs with the exception of trans- 
plantation of organs from one identical twin to 
another. 


Excessive Uterine Bleeding 


Functional bleeding, according to the author, 
shows little respect for the age, fertility, parity, 
or socio-economic background of the affected 
patient. It may occur in members of lower 
income families where fatigue, malnutrition and 
dietary deficiency prevail, or may appear to be 
influenced by stress factors among women who 
enjoy more gracious living conditions. Methods 
of treatment have been many and varied, both 
before and after the popularity of hysterectomy 
and radiation sterilization. While hormone ther- 
apy could prove of value under specific condi- 
tions, disregard of pertinent factors could create 
further dysfunction. Results of the use of a 
water-soluble citrus bioflavonoid with ascorbic 
acid (DUO-C.V.P.) has been encouraging. The 
basis for the use of this medication has been 
its apparent ability to restore normal small 
vessel structural integrity, thus controlling 
bleeding. The author’s study comprised 26 
women in his private practice. In all cases, 
the diagnosis of excessive functional bleeding 
was established. Various therapeutic routines 
were employed in administering DUO-C.V.P. 
Initially, four capsules daily were taken for 
one month before the expected menstrual peri- 
od, then eight capsules daily were taken during 


Continued on page 186a 
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MODERN THERAPEUTICS—Continued 


the period. This regimen was changed to the 
use of four capsules daily for one week prior 
to the expected period, and the results were 
equally satisfactory. In all patients in the group, 
significant improvement was noted. There were 
no reports of untoward side-effects, and there 
was no indication that the treatment would 
interfere with normal endocrine interrelation- 
ship or with normal function of the reproduc- 
tive organs. 
GORDON W. PRUETER, M.D. 
Applied Therapeutics, 3:351, 1961 


The Use of Oral Trypsin 


The use of crystalline trypsin (Parenzyme A) 
as a therapeutic tool in the management of 
inflammation and edema is well known. In- 
jected intramuscularly, it has been advocated 
for a wide variety of conditions. In bacterial 
and chemical inflammation, in trauma and in 
' hemorrhage it hastens reabsorption of extra- 


vasated elements into the vascular systems. An 
enteric-coated tablet (Orenzyme) containing 
trypsin, chymotrypsin and ribonuclease has 


“Agnes? Just got my first assignment. I'm 
delivering a pathology report to surgery." 
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been introduced as a therapeutic tool for the 
treatment of inflammation, edema, hematomas, 
and pain. The enteric coating permits the pas- 
sage of the contained proteolytic enzymes 
through the stomach to be released in the upper 
gastrointestinal tract. Severely injured patients 
were given two intramuscular injections of 
crystalline trypsin the first day, and six tablets 
daily (two at a time) at six-hour intervals. In 
bruises and hematomas, ten days is usually 
required for the edema and pigment to resolve. 
After Orenzyme treatment of one hundred and 
forty patients with these conditions, the swell- 
ing and pain had disappeared in twenty-four 
hours, and the process was resolved in seventy- 
two hours. Orenzyme was administered to 
patients with sprained ankles, hemarthrosis of 
the knee joint, fractures with marked swelling, 
and thrombophlebitis with equally satisfactory 
results. Orally administered trypsin either alone 
or in conjunction with crystalline trypsin is an 
effective therapeutic agent for treating inflam- 
mation, edema and pain resulting from trauma, 
hemorrhage and/or infection. 
A. LEE LICHTMAN, M.D. 
Delaware Medical Journal, 33: No. 1, 11, 1961 


Polio Immunity Explained 
During Pregnancy 

The fact that a mother has polio during 
pregnancy is far from a guarantee that her 
child will have lifelong immunity against the 
disease, a consultant for the Journal of the 
American Medical Association said. 

The mother would be infected by only one 
type of polio and immunity to the other two 
types could not be anticipated in the child, Dr. 
Thomas Francis Jr., Ann Arbor, Mich., said 
in the J.A.M.A. 

In addition, he said, there is no evidence that 
the unborn child is always infected when the 
mother is infected and unless this happens 
the child could not be expected to have active 
immunity against even one type of polio. 

Continued on page 190a 
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SPECIAL COUGH FORMULA 


for Children 


Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 
Chlorpheniramine maleate ...... 0.75 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fi. oz. 


Exempt Narcotic 
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How Ismelin 
can benefit the 
hospitalized 
“hard case” 
hypertensive 


Ismelin lowers diastolic as well as systolic blood pressure — even in severe or refractory hypertension: Be- 
cause of its unsurpassed antihypertensive activity and relative freedom from troublesome side effects, 
Ismelin is particularly valuable therapy for hospitalized hypertensive patients. Typically, these patients are 
“hard cases”—those refractory to the usual office treatment or those who neglected to seek treatment until 
hypertension reached the severe stage. In many such patients, Ismelin has brought both diastolic and systolic 
blood pressure down to normotensive or near-normotensive levels. And this has been accomplished without 
the side-effects problem of other potent antihypertensive agents, such as ganglionic blockers. 


Clinical reports confirm the benefits of Ismelin: “Though our experience is limited, we have little doubt that 
guanethidine [Ismelin] is at present the drug of choice [for severe hypertension]. Its action is apparently 
steady; tolerance does not develop; and out-patient care of cases is relatively easy.’ 

“The use of this extremely potent drug led in all cases, which were treated both in hospital and on an am- 
bulatory basis, to a clear-cut reduction in blood pressure, often to normal levels." 

“Notably absent were the constipation, paresis of visual accommodation, and dry mouth characteristic of 
the parasympatholytic effects of ganglion blocking drugs.’ 

References: 1. Evanson, J.M., and Sears, H.T.N.: Lancet 2:387 (Aug. 20) 1960. 2. Jaquerod, R., and Spiihler, O.: Schweiz. med. Wehnschr. 90:113 (Jan. 30) 1960 
(translation). 3. Richardson, D.W., and Wyso, E. M.: Virginia M. Month. 86:377 (July) 1959. 4. Brest, A.N., Novack, P., and Moyer, J. H.: To be published. 


For complete information about Ismelin (including dosage, cautions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 
Supplied: Tablets, 10 mg. (pale yellow, scored) and 25 mg. (white, scored). 2/ 2987MB-1 ISMELIN® sulfate (guanethidine sulfate cia) 


Ismelin 


“This new antihypertensive 
agent holds particular 
promise for those patients 
with the more severe 
degrees of diastolic blood 


pressure elevation.’* C 1BA Summit,n.s, 
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Infections in a Chronic Disease Hospital 
An apparent increase in the prevalence of 
uncontrolled infections in hospitals emphasizes 
the urgent need for effective antibacterial 
agents. This situation is even more acute in a 
hospital for chronic diseases. Some of the fac- 
tors encountered being: loss of anti-staphy- 
lococcal effect of some antibiotics; the ad- 
vanced age of most patients with chronic dis- 
ease, many of whom are admitted with degen- 
erative disorders and loss of natural resistance; 
extensive surgical and medical procedures 
which interfere with the resistance of the host; 
increasing survival of seriously ill patients and 
those with such diseases as multiple sclerosis, 
parkinsonism, paraplegia or cancer, constitut- 
ing a class of patients highly susceptible to 
infection; hospital-acquired infections resulting 
from poor resistance, faulty sterilization tech- 
nic, improper instrumentation, improper dress- 


ings or laundering, carriers among hospital per- 
sonnel; the indiscriminate use of antibiotics; 
diabetes; urinary-tract infections; metabolic 
disorders; acute and subacute bacterial endo- 
carditis and heart failure; collagen diseases; 
superimposed infections with alterations of the 
intestinal flora, and systemic conditions predis- 
posing to reinfection. The authors conducted 
a Clinical evaluation of furaltadone, a synthetic 
antibacterial agent. Patients with cirrhosis of 
the liver, peptic ulcer or gastritis were excluded 
from the test. Alcohol consumption is also a 
contraindication. The average dosage was 250 
mg. four times daily; the duration of treatment 
from two to 25 days. Of the sixty patients in 
the test, seventy percent were cured both clin- 
ically and bacteriologically; ten percent were 
improved, and in six patients the results were 
equivocal. Side-effects in four patients were 

Continued on page 192a 


NEW for MIGRAINE, 
MIGRAINE VARIANTS, 
TENSION HEADACHES 


ACTS DIRECTLY on dilated cerebral arteries to re- 


duce throbbing and intracranial pressure. 


CONTROLS EMOTIONAL STRESS that causes cer- 


ebral vasodilation and muscular contraction in the 
nuchal and scalp regions. 


REDUCES PERCEPTIVE and reactive componenis of 


cerebral pain by three distinct actions. 


For literature and clinical supply, write to 
CARNRICK 
G. W. Carnrick Co., Newark 4, N. J. 


COMPOSITION: Each Midrin capsule contains: Isometheptene 
Mucate 65 mg., Dichloralphenazone 100 mg.,and N-acetyl-p- 
aminophenol 325 mg. 

USUAL ADULT DOSAGE: Migraine: Two capsules start, then 
1 every hour until relief is obtained (maximum, 5 within a 
12-hour period). Tension Headache: One or two q. 4 h. (maxi- 
mum: 8 per day). 


M RI N CAPSULES 


for migraine, migraine variants and tension headaches. 
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EVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl (Bez), 5 mg. ¢ Niacinamide, 15 mg. * Pyri- mental rice 10 mg.), 30.4 mg. * Iodine 
Estradiol, 0.01 mg. * Methyl Testosterone, doxine HCI (Be), 0.6 mg. * Calcium Panto- (as KI), 0.1 mg. * Calcium (as CaHPO,), 

2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. thenate, 5 mg. * Choline Bitartrate,25 mg. 35 mg. * Phosphorus (as CaHPO,), 27 mg. 
Vitamin A (Acetate), 5,000 U.S.P. Units Inositol, 25 mg. Ascorbic Acid (C) as Fluorine (as CaF 2), 0.1 mg. * Copper (as 
¢ Vitamir. D, 500 U.S.P. Units * Vitamin Calcium Ascorbate, 50 mg.*l-Lysine Mono- CuO), 1 mg. * Potassium (as KeSOx,), 5 
Biz with AUTRINIC® Intrinsic Factor hydrochloride, 25 mg. * Vitamin E (Toco- mg. * Manganese (as MnOse), 1 mg. * Zinc 
Concentrate, 1/15 N.F. Oral Unit * Thi- pheryl Acid Succinate), 10 Int. Units « (as ZnO), 0.5 mg. * Magnesium (MgO), 1 
amine Mononitrate (B:), 5 mg. * Riboflavin Rutin, 12.5 mg. * Ferrous Fumarate (Ele- mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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minimal and easily controlled by cessation of 

therapy. The results with furaltadone have 

been most encouraging and indicate the useful- 
ness and safety of this agent. 

S. ROSENFELD, M.D., 

D. LEICHTER, M.D. and 


M. G. GOLDNER, M.D. 
J. Amer. Geriatrics Soc., 9: No. 8, 651, 1961 


Milk Allergy Doubted in Infant Eczema 


Cow’s milk, commonly incriminated in infant 
eczema, apparently has little influence on the 
skin rash, a study indicated. 

Fifty infants suffering severe eczema were 
studied by Dr. Stanley S. Freedman, department 
of pediatric allergy, Rhode Island Hospital, 
Providence, R. I. 

“In no instance was cow’s milk the sole 
cause of eczema,” he said. 

Writing in the American Journal of Diseases 
of Children, he said: 

“Throughout this investigation it was 
evident that most cases of infantile eczema 
undergo frequent spontaneous remissions and 


"That's right, Mrs. Purvis, ... Gesundheit . . . at 
9:30 . . . Gesundheit . . . See you then . 
Gesundheit .. . 


exacerbation irrespective of dietary 
manipulations. 

“It was equally evident that mothers and 
even doctors are very likely to attribute 
improvement and flare-ups to milk sensitivity 
factors, when actually the changes may be due 
to the nature of the disease or to other factors. 

“In this selected series, cow’s milk seemed 
to exert very little influence upon the course of 
the eczema.” 

Dr. Freedman said in his study an infant's 
eczema was judged to be influenced by cow’s 
milk if the eczema was repeatedly ameliorated 
by the withdrawal of milk or if the symptoms 
could be reproduced by the reintroduction of 
milk. 

In all feeding tests, milk was the only variable 
and each infant was challenged with evaporated 
or pasteurized milk several times. 


Periodic Breast X-Rays Urged 


Periodic x-ray examinations for the detection 
of breast cancer in its early, curable stages have 
been recommended by three Philadelphia 
physicians. 

In order to achieve a high cure-rate, breast 
cancer must be diagnosed and treated before it 
spreads to other parts of the body, Drs. J. 
Gershon-Cohen, M. B. Hermel and S. M. 
Berger said in The J.A.M.A. 

X-rays can detect breast cancer which cannot 
be felt and also can pinpoint their exact location, 
they said. 

In a study of 1,312 women, free of breast 
symptoms, who were x-rayed at six-month 
intervals over a period of five years, the authors 
said they found 23 cancers—an incidence of 
17.5 cases per 1,000. The majority, 12 cases, 
occurred in women between the ages of 41 
and 50. 

Probably the most important finding was 
that in 70 percent of the cancers, the disease 
had not spread to other parts of the body, 
they said. 


Continued on page 196a 
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in long-term administration, as in Arthritis, 


when aspirin combined with an antacid 1s desired: 


RORER 
the aspirin buffered with the best 
To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOXx ®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term. requirements of your arthritic patients. 

Supplied : Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


fs WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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BEGAUSE POOR DIABETIC CONTROL 
INGREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES’... GONSIDER 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 


Oral therapy with pIABINEsE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection—those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 


In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.’ Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with piaABINESE. According to the 
A.M.A. Council on Drugs, observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).”’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Dunean, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6. Fineberg, 
8. K.: J. Am. Geriat. Soc. 8:441, 1960. 
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FOR MAXIMUM ASSURANCE OF CONTINUOUS 
BLOOD-SUGAR CONTROL 


Diabinese’ 


BRAND OF CHLORPROPAMIDE 


economical once-a-day dosage 


the oral antidiabetic 
most likely to succeed 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplicity of low, once-a-day 
dosage. Moreover, DIABINESE often works where 
other agents have failed to give satisfactory control. 


INDICATIONS: Uncomplicated diabetes mellitus 
of stable, mild or moderately severe nonketotic, 
maturity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced insulin 
requirements. 


ADMINISTRATION AND DOSAGE: Familiar- 
ity with eriteria for patient selection, continued 
close medical supervision, and observance by the 
patient of good dietary and hygienic habits are 
essential. 


Like insulin, DIABINESE dosage must be regulated to 
individual patient requirements. Average mainte- 
nance dosage is 100-500 mg. daily. For most patients 
the recommended starting dose is 250 mg. given 
once daily. Geriatrie patients should be started on 
100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be 
maintained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage infor- 
mation. 


SIDE EFFECTS: In the main, side effects, e.g., 
hypoglycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 


Science for the world’s well-being® (Pfi ser) 
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not encountered frequently on presently recom- 
mended low dosage. There have been, however, oc- 
easional eases of jaundice and skin eruptions pri- 
marily due to drug sensitivity; other side effects 
which may be idiosyncratic are occasional diarrhea 
(sometimes sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within the 
first six weeks of therapy, a time when the patient 
is under very close supervision, they may be readily 
detected. Should sensitivity reactions be detected, 
DIABINESE should be discontinued. 


PRECAUTIONS AND CONTRAINDICATIONS: 
If hypoglycemia is encountered, the patient must 
be observed and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not significantly 
metabolized and is excreted slowly. DIABINESE as the 
sole agent is not indicated in juvenile diabetes mel- 
litus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in pa- 
tients with hepatic dysfunction and in diabetes 
complicated by ketosis, acidosis, diabetic coma, 
fever, severe trauma, gangrene, Raynaud’s disease, 
or severe impairment of renal or thyroid function. 
DIABINESE may prolong the activity of barbiturates. 
An effect like that of disulfiram has been noted when 
patients on DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. seored chlor- 
propamide tablets. 


More detailed professional information available on 
request. 


PFIZER LABORATORIES 
Division, Chas, Pfizer & Co., Inc. New York 17, New York 
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The study indicates that delayed diagnosis 
and treatment of breast tumors can be avoided 
by periodic x-ray examinations of women over 
40, the authors said. 

“We believe this method of tumor screening 
could break the stalemate in attempts to 
improve the morbidity and mortality rates in 
this important category of cancer in women,” 
they concluded. 


Long-Term Evaluation of Phenformin 


Results are reported on the treatment of 
128 diabetic patients with phenformin (DBI). 
These persons received treatment during the 
first 24 months of a 42-year study period. 
The group included middle-aged diabetics, 
obese and nonobese patients, some prone and 
some resistant to ketoacidosis. Sixty-eight pa- 
tients were over 45 years of age, 39 were in 
the 31- to 44-year age group, and three were 
young and mild ketosis-resistant diabetics. 
Eighteen others received phenformin in addi- 
tion to insulin. These patients were success- 
fully treated with DBI. After an elapse of 29 


to 54 months, 88 of the group were stiil satis- 
factorily controlled by phenformin. Of the 18 
patients who had been receiving combined 
treatment, 15 were responding satisfactorily. 
Seven patients in whom phenformin was be- 
lieved to have failed, responded favorably when 
the dosage was reduced. It is now recognized 
that a lower dosage of phenformin will fre- 
quently produce optimum control of diabetes 
without causing gastrointestinal side-effects. In 
the average patient, the initial dosage should 
be 25 mg.; the total daily dosage should not 
exceed 150 mg. In all cases, the patient should 
be maintained with the lowest effective dosage. 
The most important clinical feature of this 
oral agent is that it is singularly effective in 
the control of adult, stable diabetes. Its use 
in the unstable adult and juvenile diabetic 
should be adjunctive to insulin and then only 
in those cases in which stabilization of extreme- 
ly labile diabetes can be achieved with it. The 
results obtained from this study, the longest 
demonstration of the use of DBI, clearly indi- 
cate that a pharmacologically dynamic drug 

Continued on page 198a 
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MODERN THERAPEUTICS—Continued 


with the narrow therapeutic index of phen- 

formin can be successfully used in private 
practice. 

JULIUS POMERANZE, M.D. 

Clinical Medicine, 8:1155, 1961 


Use of Female Hormone Feasible for Men 


The long-term therapeutic use of female 
hormones (estrogens) in men recovering from 
heart attacks has been found to be “entirely 
feasible.” 

All of the patients had suffered heart 
attacks (myocardial infarctions) as a result of 
hardening of the coronary arteries that 
surrounded the heart. A high content of fats 
in the blood is believed to be involved in the 
development of hardening of the arteries. 
Estrogens were administered to the patients to 
reduce their elevated blood fat levels. 

The authors said the ability of estrogens to 
reduce fats in the blood is “well established” 


but their use has been limited in men because 
they can cause feminization. 


However, they said, “our findings indicate 
clearly that the long-term investigative adminis- 
tration of small to moderate doses of estrogen 
to men with myocardial infarction is entirely 
feasible.” 

The findings were based on a study of 109 
men, ranging from 35 to 83 years of age, who 
were treated with estrogens for a total of more 
than 900 months. 

Each patient was started on a small dose 
which was increased little by little over a 
considerable period of time. 

“With this gradual approach to tolerance, 
clinical side-effects have been observed in most 
patients at some time in the course of therapy 
but have presented no obstacle to continuation 
of therapy,” the physicians said. 

The first manifestation in almost every case 
was pain or tenderness of the breast, they said. 
Of 44 patients available for observation for 
some months after this symptom appeared, they 
said, 15 tolerated the same dosage thereafter 
and 17 tolerated an even greater dosage whereas 

Continued on page 200a 
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The fungus, protozoa and bacteria that commonly cause mild and severe 
leukorrhea require a vaginal pH of 5 to 12 for proliferation. 


Trimagill creates a hostile environment! It produces a pH of 2.0 to 2.5—the 
three principal infecting organisms cannot live in this acid range. 


Trimagill is well tolerated and has been proved effective in thousands of cases 
of leukorrhea, vaginitis, cervicitis, moniliasis and mixed infections. No un- 
toward reactions that would require discontinuation of treatment were 
reported. At times denuded mucous membranes are so irritated that Trimagill 
may give a temporary burning sensation. This is usually short lived. 


Trimagill does not foster resistant mutants or result in monilia overgrowth. 
Trimagill may be used during menstruation. 


CONTENTS: Tartaric Acid, Citric Acid, Boric Acid, Dextrose, Potassium Alum, Potas- 
sium Bitartrate and Adhesives. 


SUPPLIED: Powder: 5-oz. Plastic Insufflator Bottles; Vaginal Inserts: Boxes of 24. 
NOTE: Consult package circular for information on dosage and instructions for use. 


Write for descriptive literature. 


TRIMAGIL 


POWDER + VAGINAL INSERTS 


@* 


THE s. E. MASSENGILL COMPANY 
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in only 12 was it necessary to reduce the dosage. 
JESSIE MARMORSTON, M.D., OSCAR MAGDISON, 
M.D., OLIVER KUZMA, M.D., AND FREDERICK 
J. MOORE, M.D., LOS ANGELES 

J. A.M. A., 1960 


Congress on Medical Quackery 
to Expose Health Charlatans 

Medical quacks and charlatans who prey on 
the sick and the gullible were spotlighted at the 
First National Congress on Medical Quackery 
Oct. 6-7 at Washington, D. C. 

The congress, conceived by the A.M.A.’s 
Department of Investigation, was co-sponsored 
by the federal government’s Food and Drug 
Administration. 

Taking part in the program were officials 
from federal agencies and from the A.M.A.; 
representatives of national voluntary 
organizations involved in, or interested in, the 


health field, and of law enforcement agencies. 

Organizations participating in the congress 
included the American Cancer Society, the 
Arthritis and Rheumatism Foundation, the 
National Better Business Bureau. Federal agen- 
cies included the Department of Health, Edu- 
cation and Welfare, Post Office Department 
and Federal Trade Commission. 

Nutritional quackery, through unnecessary 
vitamins and minerals, was a major item on the 
program for the congress. Other targets were 
the charlatans who profess phony cancer cures 
and the quacks who peddle supposed cures for 
arthritis. 

The A.M.A.’s Department of Investigation 
has served as “medical watchdog” for the past 
55 years, waging a continuous campaign against 
charlatans, their nostrums and gadgets. It has 
accumulated the largest files in existence on 
medical quackery and acts as a clearing house 
for information. 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


].. The whole root, including 
all its active fractions, is used 
for maximal antihypertensive 
activity with minimal sedation.. 


For full information, 


2. Radioisotope dilution assay 
(important, but rarely done 
elsewhere) determines potency. 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for ef- 
fectiveness, potency and 
uniformity. 


Squibb Quality 


see your Squibb . & 
Product Reference ty 
Raudixin — the Priceless Ingredient 


Squibb Standardized Whole Root Rauwolfia Serpentina 


Supply: 50 and 100 mg. tablets. 


‘Raudixin’® is a Squibb trademark. 
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a pair of gynecologic patients: 


Patients portrayed by professional modal, 


ay 


both are free of pain— but only one is on 


DILAUDID. 


(Dihydromorphinone HC!) 


swift, sure analgesia normally unmarred by nausea and vomiting 


DILAUDID provides unexcelled analgesia before and after gynecologic, obstetric 
and surgical procedures. Its high therapeutic ratio is commonly reflected by lack of 
nausea and vomiting — and marked freedom from dizziness, somnolence, anorexia 
and constipation. 


@ by mouth @byneedie @ by rectum 
2 mg., 3 mg., and 4 mg. 


May be habit forming—usual precautions should be observed as with other opiate analgesics. 


KNOLL PHARMACEUTICAL COMPANY oraxce, sew oersex 


ad 


NEWS AND NOTES 


Selected items of current interest from the fields of medical 
research and education. 


Mobile Air Sampling Unit 

New York State’s first mobile air sampling 
unit is ready to be put in operation. The unit 
was designed to accelerate surveys of the 
sources of air polution. It will be used for 
the first time in Niagara County where field 
work was begun as part of the survey of the 
county’s air polution problem by the Board 
of Air Polution Control. The cost of the unit 
was about $20,000 for the truck, material, 
and instruments. It will be available on a loan 
basis to counties and municipalities for the 
investigation of local air polution problems. 


Charles C. Harris Skin and Cancer Pavilion 

The nineteen-story, 600-bed University 
Hospital, the last unit of the New York Uni- 
versity Medical Center to be completed, is 
expected to be ready for occupancy in 1962. 
One feature of the new hospital will be the 
Charles C. Harris Skin and Cancer Pavilion 
in which studies of human skin will be made 
under controlled climate. Facilities will also 
be available for special research into all phases 
of dermatology. 

The present Skin and Cancer Unit of the 
Hospital, which treats more than 60,000 pa- 
tients annually for all types of skin disorders, 
is a training center for physicians from all parts 
of the world. Research projects in progress 
include the fields of physiology, immunology, 
serology, radiation and drug therapy, histo- 
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pathology, histochemistry, and biochemistry. 
The Oncology Section, dealing with all varie- 
ties of cutaneous tumors, is the only one of 
its kind in the United States. 


Changes at Cincinnati 
Maj. Gen. Clement F. St. John, Command- 
ing General of the Walter Reed Army Medical 
Center, Washington, D.C., will become Vice 
President of the ‘University of Cincinnati and 
Director of the Medical Center. He will also 
have the title of Professor of Hospital Admin- 
istration. He has made application for Army 
retirement, and hopes to arrive at Cincinnati 
in the early summer. The General will begin 
his university responsibilities in time to assist 
with the planning for modernizing Cincinnati 
General Hospital, now part of the University’s 
Medical Center. Cincinnati voters approved 
overwhelmingly a $17 million bond issue to 
construct a new high-rise building at the hos- 
pital site, and bring up-to-date its vast complex 
of pavilion-type buildings. Also approved by a 
large majority was an amendment to the City 
Charter giving the University full responsibility 
for the Hospital’s administration. The new 
post of University Vice President and Director 
of the Medical Center stems from this amend- 
ment. The transfer of the Hospital's control 
from the City of Cincinnati to the University 
becomes effective on January 1, 1962. 
Continued on page 204a 
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relieves rigidity 

and reduces muscle spasm 
in the 

parkinson patient 


a new synthetic compound 


“Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . . . a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.’’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 


COMPANY 


i M DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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L.A.FORMULA 
the bowel NORMALIZER 
of choice ! 


for the irritable colon 
syndrome, simple 
constipation, non- 
specific diarrhea, 
post-operative or 
post-traumatic ano- 
rectal disability, and 
similar conditions. 


Simp le a mixture of pure hemi- 


9 dispersed in the highest grade 
lactose and dextrose. 


Logical disperses intimately 
through intestinal contents to create a 
moist, soft-formed bulk which stimulates 
normal peristaisis. 


Palatable forms a velvety smooth 
mixture with water or , remains u 
tectable in citrus fruit juices, and gels 
slowly. 


Effective creates the proper 
amount of bulk of just the right consistency 
to clear the rectum easily whether the 
patient has constipation or diarrhea. 


Inexpensive costs 30% to 40% 


less than substitute products supplying 
bulk, despite highest grade ingredients. 


Made since 1932 by 
BURTON, PARSONS & COMPANY 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


NEWS AND NOTES—Continued 


Scoliosis Clinic 

A clinic for the diagnosis and treatment of 
scoliosis in children in the central New York 
area has been opened at the Memorial Hos- 
pital in Syracuse. The Clinic, under the direc- 
tion of Dr. Horton L. Murray, Associate Clin- 
ical Professor in the Department of Surgery, 
State University of New York, Upstate Med- 
ical Center, will be financed by the New York 
State Department of Health, State University, 
and Memorial Hospital. 

Appointments for evaluation and treatment 
at the clinic will be by doctor referral only. 
The service will deal mainly with patients from 
a thirteen-county region. The clinic will be 
held the third Wednesday of the month unless 
the number of referrals demands additional 
time. The setting up of this clinic is part of 
the expanding orthopedics program. 


Dr. Harry K. Purcell 


Dr. Harry K. Purcell, formerly of Madison, 
Wisconsin, is now in India, serving as surgeon 
at a Catholic mission hospital in New Delhi. 
Prior to leaving the United States, the Doctor 
was an associate professor at St. Louis Uni- 
versity Medical School. In addition to his 
surgical work at the missionary hospital, he 
will set up a training school for native physi- 
cians and nurses. 


University of Southern California Expands 

Dedication ceremonies were held recently 
for the two newest buildings of the University 
of Southern California School of Medicine. 
The structures, costing more than $3,000,000 
are a six-story Seeley Wintersmith Mudd Lab- 
oratory of the Medical Sciences, and McKibben 
Hall, a two-story instructional building. They 
have been erected near the 3600-bed Los 
Angeles County General Hospital, where the 
University of Southern California does its clin- 
ical teaching. 


Continued on page 208a 


MEDICAL TIMES 


| 
; | 4 
: = 
\\ 
| 
~ 
at 
NAW 
© 
| 
204a 


AREA 
OPTIMAL 
UPTAKE 


SUSTAINED RELEASE IRON CAPSULES LEDHRLE 


A rational approach to the treatment of iron deficiency. The sus- 
tained, timed action releases the bulk of the iron in the duodenum- 
jejunum and some in the ileum, closely approximating the normal 
sequence of absorption of medicinal iron! The possibility of G. |. 
irritation is reduced because ferrous fumarate is an improved, 
better tolerated iron, and concentration of iron is not unduly 
high at any point. FERRO-SEQUELS also contain dioctyl sodium 
sulfosuccinate which helps soften stools for easier elimination. 


Each two-tone, green FERRO-SEQUELS contains: 


Ferrous fumarate (equivalent to 50 mg. elemental iron) 150 mg. 
Diocty! sodium 100 mg. 


Dosage: 1 or 2 SEQUELS daily. Supplied: Bottle of 30. 


1, Goodman, L.S., and Gilman, A.: The Pharmacologic Basis of Thera utics, Second Edition, 
Macmillan Company, New York, 1955, pp. 1454-5. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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With proper medical management and adequate 
control of seizures, epileptic persons may lead pro- 
ductive, functioning lives.'* To implement this goal, 
many clinicians have come to rely on DILANTIN for 
outstanding control of grand mal and psychomotor 
attacks. Such efficacy was demonstrated in a state 
hospital where “... incidence of grand mal seizures 
was fairly constant at 7000 to 8000 seizures per 
year. Within a few months after the introduction of 
DiLANTIN Sodium, the seizure rate fell to around 250 
per year, without any other significant change in the 


program.’” DiLanTin Sodium DILANTIN 
(diphenylhydantoin sodium, 


Parke-Davis) is available in HELPS HER SHARE 


several forms, including 


Kapseals, 0.03 Gm. and 0.1 THE 6000 a 
Gm., bottles of 100 & 1,000. THINGS OF LIFE ‘+ ! 


other members of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN’ 
Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 
100; for the petit mal triad: MiLONTIN’ Kapseals 
(phensuximide, Parke-Davis), 0.5 Gm., bottles of 
100 and 1,000 and Suspension, 250 mg. per 4 cc., 
16-ounce bottles - CeELontin” Kapseals (methsuxi- 
mide, Parke-Davis), 0.3 Gm., bottles of 100 - 
ZARONTIN’ Capsules (ethosuximide, Parke-Davis), 
0.25 Gm., bottles of 100. See medical brochure for 
details of administration, precautions, and dosage. 


(1) Carter, S.: M. Clin. North America 37:315, 1953. (2) Maltby, G. L.: J. Maine M. A. 48:257, 
1957. (3) Thomas, M. H., in Green, J. R., & Steelman, H. F.: 
Epileptic Seizures, Baltimore, The Williams & Wilkins PARKE-DAVIS 


Company, 1956, p. 43. 59861 


PARKE, DAVIS 4 COMPANY, Detro# 32, Michigan 
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NEWS AND NOTES—Continued 


Dr. Konrad Akert 

Dr. Konrad Akert has returned to his Alma 
Mater, the University of Zurich, to become 
Director of the newly established Brain Re- 
search Institute. For the past eight years, Dr. 
Akert has served on the faculty of the Uni- 
versity of Wisconsin Medical School in the 
Departments of Physiology and Anatomy. 


Community Care for Retarded Infants 

An experimental program to provide com- 
prehensive community care for retarded infants 
and their families has been initiated by the 
New York State Department of Mental Hy- 
giene. The purpose of the experiment is to 
determine whether such service can reduce the 
need for institutionalization of the young re- 
tarded. The project, covering a two-year 
period, will be carried out at the Clinic for 


Mentally Retarded Children of the New York 
Medical College, Flower and Fifth Avenue 
Hospitals, New York City, under a $60,000 
yearly grant from the Department of Mental 
Hygiene under the National Mental Health Act. 
Mongoloid retardates under five years of age 
from the New York City area will be selected 
from existing department waiting lists for the 
study. They will receive medical, psychiatric, 
psychological and social work services prior to, 
during, and at the conclusion of the study. 
Parent counseling also will be provided. It is 
anticipated that the study will indicate infor- 
mation on the value of developing community 
services for this type of patient. The number 
of applications for admission of children under 
five has increased steadily during recent years. 
Approximately 40 applications are filed month- 
ly in the New York City area. 

Continued on page 210a 


1. Rigorous pharmacognostic 
examinations eliminate sub- tests. 
standard Rauwolfia species 

and establish uniformity of 

the product. 


For full information, 
see your Squibb 
Product Reference 
or Product Brief. 


Supply: 50 and 100 mg. tablets. 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


2. Safety verified by toxicity 


Raudixin — the Priceless Ingredient ‘ : 


Squibb Standardized Whole Root Rauwolfia Serpentina 
“‘Raudixin’® is a Squibb trademark. 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for 
effectiveness, potency and uni- 
formity. 


Squibb Quality 
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When 


severe pain accompanies 


skeletal muscle spasm 


ease both‘pain 


OBAXIN® with Aspirin 


A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 

Each Ropaxisa Tablet contains: 


RosaAxin (methocarbamol Robins) 400mg. Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 


Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 

Each RopaxisaL-PH Tablet contains: 

Rosaxin (methocarbamol Robins) 400mg. Acetylsalicylic acid .......c...isss0 $1 mg. 


Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (% gr.) 8.1mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 


A.H. ROBINS CO, INC., Richmond 20, Virginia 
Making today’s medicines with integrity ...seeking tomorrows with persistence. 
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NEWS AND NOTES—Continued 


Health Centers in Western Nigeria 
The Government of Western Nigeria has 
allocated additional sums under its special 
Medical and Health Program for the provision 
of ten rural health centers in strategic points. 
These rural health centers represent a large 
expansion of the special program under the 
current 1960-65 Five-Year Development Plan 
which provides for four new hospitals, 160 
dispensaries, 80 maternity centers, and a Health 
Auxiliary Training School. The Western Ni- 
gerian Government has fully implemented the 
program for medical and health services set 
out in the 1955-60 Five-Year Development 
Plan. Every administrative division now has 
at least one hospital and a number of dispen- 
saries and maternity centers, and every province 
has at least one hospital equipped and staffed 
to undertake specialist treatment. 


New Communicable Disease Center 
The Communicable Disease Center of the 
University of Kansas School of Medicine, offi- 
cially named the Maurice L. Breidenthal Lab- 
oratory, was dedicated recently. The new 
building will house the Kansas City Field 
Station of the Public Health Service’s Com- 
municable Disease Center. Headquarters for 
all thirteen Communicable Disease Centers in 
the nation are in Atlanta, Georgia. Such agen- 
cies as the Breidenthal Laboratory function as 
the specialized national public health resource 
dedicated to the control of infectious diseases. 
Their mission is to develop practical tools in 
the form of improved techniques that enable 
all the individual states to carry out effective 
programs of disease prevention and control 

within their own boundaries. 

Continued on page 222a 


in the 


\ ¢ Restores Hormonal Balance 


¢ Promotes Emotional Stability 


In a recent study,! Estrosed was ad- 
ministered to 50 menopausal patients. 
The authors state: “Of these, 94°% expe- 
rienced fair to excellent relief of such 
symptoms as hot flushes, emotional 
upset, palpitation, or neuromuscular dis- 
comfort. It is concluded that this medi- 


as required. 


CHICAGO PHARMACAL COMPANY 5547 N. Ravenswood Ave. « Chicago 40, fil. 


LOW DOSAGE — ECONOMICAL THERAPY 


Suggested dosage: One tablet t.i.d. until symp- 
toms are controlled. Thereafter reduce to main- 
tenance dosage of one tablet every day or two, 


Samples and literature available on request 


cation is a valuable addition to the 
armamentarium of the physician.” 
Estrosed contains 0.01 mg. ethinyl estra- 
diol, “one of the most potent estrogens 
known,”? and 0.1 mg. reserpine, “‘useful 
chiefly for its therapeutic sedative ac- 
tion. . 


(1) Siegel, S., et al.: Estrogen-Tranquilizer Ther- 

apy for The Menopausal Patient (accepted for 

publication); (2) N.N.D., 1961, p. 642; (3) Ibid., 
54. 
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WITH SEVERE URINARY PAIN WANT RELIEF NOW. 


PYRIDIUM 


brand of phenazopyridine HCl 
Two Pyridium tablets t.i.d. relieve the pain AVERAGE pose: Adults—2 tablets tid. Children 9 to 
of urinary infection in only 30 minutes. Dur- !2 —! tablet t.i.d. suppciep: 0.1 Gm. tablets, bottles of 


ing the first $ to 4 days of therapy, Pyridium, PRECAUTIONS: Pyridium is con- 


traindicated in patients with 
prescribed along with any antibacterial of 
renal insufficiency and/or severe 


pera choice, will make peal patient comfort- hepatitis. Full dosage information, 
able until the antibacterial reduces inflam-  gygilable on request, should be 
mation and controls the infection. consulted beforeinitiatingtherapy. ma 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 

and ‘screens 
certain side effects 
of tranquilizers, 4 
making it Z 
virtually free of: 7 


ATION 
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SENSITIVITY 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
effects have been reported with these drugs.... Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Agitated Medical/Surgical Patients — “A new phenothiazine derivative, thioridazine [Mellaril], 
was used to treat 71 patients, most of whom were unduly agitated and disturbed due to hospitaliza- 
tion for medical or surgical conditions. ...The response to treatment was considered satisfactory 
in 83.4 per cent of patients....In agreement with the published results of other investigators, we 
believe that thioridazine shows a greater specificity of tranquilizing action and freedom from serious 
toxic effects when compared with some of the other phenothiazines.'”? 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both a 
ambulatory and hospitalized patients. SERVING THE 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. PHYSICIAN 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 

1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Melilaril), a New SANDOZ 
Phenothiazine, in The Hospitalized Patient, A.M. & C.T. 7:364 (June) 1960. 
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FORMULA DIETING PATIENTS CAN 
MAKE AT HOME— FOR ONLY 44¢ A DAY 


1% curs NONFAT ORY MILK 


THE CARNATION WEIGHT REDUCTION PLAN 
This Plan is a new meal-replacement weight reduction 
regimen based on milk products plus a standard multi- 
vitamin-mineral preparation you prescribe. Nutrition- 
ally balanced, the Plan supplies 1000 calories and 70 
grams of high-quality protein a day. 
EASY FOR PATIENTS TO MAKE 

Take the prescribed multi-vitamin-mineral preparation 
each day. 
Mix one day’s supply (4 glassfuls) of Carnation Plan 
Formula by stirring together: 

114 cups CARNATION INSTANT NONFAT DRY MILK 

1 quart WHOLE MILK 

COSTS ONLY 44¢ A DAY 

The total expense for the Carnation Weight Reduction 


Plan—including the multi-vitamin-mineral preparation 
—is 44¢ a day. 
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1 MULTI-VITAMIN- MINERAL CAPSULE 


DELICIOUS NATURAL, FRESH MILK FLAVOR 
With the Carnation Diet Formula there is no artificial 
taste—only the familiar fresh-milk taste. Because of this 
natural milk flavor, patients can add their favorite 
flavors—like instant coffee, extracts, even chocolate —to 
avoid diet fatigue. 
AN EFFECTIVE, FLEXIBLE PLAN 

The concentration of high-quality protein in the Diet 
Formula helps satisfy the appetite, and at the same time 
keeps up the dieter’s energy. The Plan meets the Daily 
Adult Requirement for all vitamins and minerals for 
which minimums have been established. 

The physician prescribes the multi-vitamin- mineral 
preparation to supply the vitamin-mineral elements out- 
side the basic food drink. The physician may also wish 
to vary the number of meals the dieter replaces with the 
Carnation Plan Formula and the number of days the 
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Four glasses of the Carnation Weight Reduction 
Formula and the vitamin-mineral supplement* 
answer the Minimum Daily Adult Requirement 
for all known vitamins and minerals. Besides its 
70 grams of high-quality protein, 100 grams of 
carbohydrate, and 36.8 grams of fat, the Carnation 
Weight Reduction Plan provides: 


Calories 1000 
*Calculations are based on a standard multi-vitamin- 
mineral supplement, 14% cups Carnation Instant Nonfat 
Dry Milk, and 1 quart of whole milk. 
**M.D.R. (Minimum Daily Requirement) has not been 


: Multiples 
oj M.D.R. 
: Vitamin A 6540 Units 13 
: Vitamin D 500 Units iz. 
Ascorbic Acid (C) 76 Mg. 25: 
Thiamin (B,) 5.77 Mg. 
: Riboflavin (B.) 8.6 Mg. 7 : 
:  Niacinamide 16.8 Mg. 
: Tron 11.8 Mg. 
: Calcium 2.7 Gm. 3 : 
: Phosphorus 2.1 Gm. 
:  Todine 0.56 Mg. 
: Pyridoxine (Bs) 1.42 Mg. 
(Ca Pantothenate 11.8 Mg. 
: Vitamin By 2.0 Meg. 
: Vitamin E 10.6 Units i 
: Sodium 1.1 Gm. 
: Potassium 3.0 Gm. 
: Manganese 1.0 Mg. 
* Magnesium 1.3 Gm. es : 
Copper 1.6 Mg. 4 
Zine 8.0 Mg. oe 


aiilines thiiiaiaie hn regimen. In this way the physician FOR CONVENIENCE: CARNATION WEIGHT 
djust the regimen of the PLAN FOLDERS FOR YOUR PATIENTS 
dieter to suit the needs of each individual patient. They describe the Plan fully, 


concisely. They supply complete 
BULK —TO PROTECT AGAINST CONSTIPATION —_— directions. Simply write to: 
Oey The Carnation Plan calls for snacks—low calorie vege- | CARNATION COMPANY, DEPT. MT-101 
| tables and greens like celery, cucumbers, radishes, green LOS ANGELES 19, CALIFORNIA. 
pepper, lettuce. These snacks are welcomed by the dieter, 
and they aid regularity. Plenty of water is generally 
recommended. 


FOR LONG-TERM WEIGHT CONTROL 
You may prescribe Carnation Nonfat Dry Milk apart 
from a meal-replacement diet. All patients interested in 
weight control can get important protein, calcium, and 
B-vitamins the low-calorie way. Only 81 calories in an 


om of liquefied Carnation Instant Nonfat arnation (Ompany 
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: to r elieve tensions sand to inhibi 


PATHILON® tridihexethy! chloride Lederle with meprobamate 
effective with minimal side effects for t peutic/prop of duodena ulcer, gastric ulcer, intestinal 
A and irritable colon, ileitis, esophageal’spasm. anxiety neurosis witt ‘gastrointes inal symptoms, gastric. hypermotility. 
poNTRAINDICATIONS: glaucoma: pyloric obstruction: obstruction, of the urinary bladder neck. Request complete information on 
oe ee tions, dosage. precautions and contraindications from your Lederle representative or write t6 Medical Advisory Department = § 


to relieve tensions and to inh 


brand of bisacodyl 


the laxative 
witha 
bibliography 


The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight...with suppositories action occurs 
within the hour. 


tablets and suppositories 


Wide Application 

Dulcolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 568-60 
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Three of these women have vaginitis (trichomonal, monilial 
or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens. *-* 
You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powner for weekly application in your office: Furoxone® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. Suppostrories for continued home use: first week 1 in the morning and 1 on retiring. 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
after. Contain Micorur 0.375% and Furoxone 0.25% in a water-miscible base. Boxes of 12 or 24 suppositories with applicator. 


@ 1.Coolidge,C. W.; Glisson,C.S.,Jr.,and Smith, A. A.: J.M.A.Georgia 
48:167 (Apr.) 1959. 2.Ensey, J.E.:Am.J. Obst. & Gynec. 77:155 (Jan.) 1959. 
RICOK R() 3.Frech,H.C.,and Lanier, L.R., Jr.:J.M.A. Georgia 47:498 ( Oct.) 1958. 
EATON LABORATORIES ® 
| Division of The Norwich Pharmacal Company &) 
NORWICH, NEW YORK 


Improved 


helps 
the depressed 
office 

patient 


BRAND OF NIALAMIDE 


provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects 0 convenience of once-a-day dosage 


Stience for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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In Brief \ Niamid, brand of nialamide, is 1-(2-[benzylcarbamyl] ethyl ) -2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
® In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
or analgesics needed, and improve appetite znd well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 12'/2-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver func- 
tion studies should be considered. @ The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. @ 
Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
The central effects of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
pressed patient with coexisting tuberculosis who may need isoniazid. @ As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s— orange, scored 
tablets,/More detailed professional information available on request. 
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NEWS AND NOTES—Continued 


Biomedical Engineering at Johns Hopkins 


A new graduate curriculum, which integrates 
the engineering and medical sciences has been 
initiated by the Johns Hopkins University. The 
new program in Biomedical Engineering, lead- 
ing to the doctoral degree, is the first of its 
kind in the country. Two other institutions, 
the University of Pennsylvania and the Uni- 
versity of Rochester, are cooperating with 
Johns Hopkins in instituting similar programs. 
The purpose of the new project is to train 
students in advanced engineering subjects of 
particular pertinence to research in biological 
systems and to offer systematic study in how 
the principles of physical and engineering 
- science apply to biological systems. The three 
cooperating universities will engage in an ex- 
change program whereby students and faculty 
members may study and teach in all three 
schools. The information center and basic 
library collections necessary for the new pro- 
gram will be located at Johns Hopkins. 

Students admitted to the program will ordi- 
narily have a bachelor’s degree in some field of 
engineering although other students well pre- 
pared in the physical sciences may be admit- 
ted. The three-year course of study will include 


“Wouldn't an autopsy help diagnose my case?" 
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regular courses in physiological chemistry and 
physiology as well as special courses in the 
application of physical and engineering prin- 
ciples. A fourth year will be required by the 
students to write their theses, and a fifth year 
of post-doctoral study in biomedical research 
in either the Johns Hopkins Hospital or the 
University is recommended. 


New Laboratories at 
Hahnemann Medical College 

The Zeitz Laboratories of the Cardiovascular 
Institute, Hahnemann Medical College, Phila- 
delphia, was dedicated recently. The new struc- 
ture provides additional laboratories, offices, 
foyer and auditorium. The latter is equipped 
throughout with individual high fidelity ampli- 
fying stethoscopes. Laboratories to be housed 
in the new portion include electrophysiology, 
pulmonary physiology, isotopes, arteriosclero- 
sis, hypertension, and renology, electrolyte 
metabolism and auscultation. 


Psychiatric Patients in General Hospitals 
More patients are receiving psychiatric care 
in general hospitals in the United States today 
than was the case five years ago, according to 
a Joint Information Service survey of the 
National Association for Mental Health. Psy- 
chiatric admissions to general hospitals rose 
from 202,364 in 1954 to 257,300 in 1958, 
while the number of beds set aside for these 
patients increased by 35 percent during the 
same period. Also noted was an increase in 
the proportion of general hospitals accepting 
psychiatric patients from 12 percent in 1954 
to 19 percent in 1958. The survey was based 
on 836 of the general hospitals in the United 
States which contain 44 percent of all general 
hospital beds in the country. There were more 
psychiatric admissions to community general 
hospitals in 1958 than to public mental hos- 
pitals. 
Continued on page 227a 
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Quietude for the Hypertensive 


As relaxing as a mountain lake... 


| ® 
D 
[83 (U) aT [| S E [R [> [| IN] E separates the hypertensive from his anxieties and 


tensions, lowering the blood pressure conservatively but effectively. 


With its gentle calming and hypotensive actions, Butiserpine does not set 

up a chain of side effects. Its low reserpine content (0.1 mg. per tablet) reduces 
blood pressure smoothly; its 15 mg. of noncumulative BUTISOL SoDIUM® 
butabarbital sodium induces relaxation without depression. 

Available as: Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 


(Repeat Action Tablets) 


| McNEIL| McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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Superk Gift 


This imported decorator's piece makes an outstanding gift 
or prize that surely will be treasured by its recipient. 
Combining grace and a touch of humor, it will add 

a note of charm to a physician's office or home. 


Styled and hand-painted by Italian artists, 
the glazed ceramic stands one foot high. 
Price: $19.75 each. 


MEDICAL TIMES OVERSEAS, INC. DEPT. M. 1447 NORTHERN BOULEVARD, MANHASSET, N. Y. 


— 
A 


WHENEVER COUGH THERAPY 


relieves cough and associa for 6 hours or 
— 15-20 minutes « effective for 6 hours or 
longer = promotes expectoration = rarely 


BRAND OF PRIMIDONE 


IN EPILEPSY 


CLEAR EXPRESSION OF CONTROL 


The most important drug to be introduced in recent years 
... his is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value in 


the handling of intractable cases of grand mal epilepsy.33* 


Employed alone orin combination, intractable to maximal doses of other anti- 

“Mysoline” exhibits dramatic effective- convulsants.Virtual freedom from toxic re- 
ness, often where epilepsy has remained actionsis assured by a wide safety margin. 
* Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request 


(amt) AYERS? LABORATORIES NEW YORK 16, N.Y. MONTREAL, CANADA 


® 
i” ““Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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THERAPEUTIC INDEX 


‘MIYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patien’s receiving no other 
anticonvulsants— Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. Chi/dren under 
8 years: Order of dosage same as for 
adults, but start with %4 tablet (0.125 Gm.) 
daily and increase by '% tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants— Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years: \nitially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘‘Mysoline’’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.’’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline’’ Tablets— 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in botties of 100 and 
1,000. No. 3431—‘‘Mysoline’”’ Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline’’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 


NEWS AND NOTES—Continued 


Dental Research Laboratories 


A new $4,000,000 building to house the 
research laboratories of the National Institute 
of Dental Research was dedicated in May at 
the National Institutes of Health at Bethesda. 
The structure’s five floors will provide working 
space for about 200 scientific and technical 
personnel engaged in research on oral and 
related diseases. The most advanced laboratory 
and research equipment has been installed. 
The building takes its place among 32 other 
major structures situated on the 305-acre res- 
ervation of the National Institutes of Health, 
the research arm of the Public Health Service. 


Dr. Peter Safar 


The University of Pittsburgh School of 
Medicine has announced the appointment of 
the first full-time professor and chairman of its 
Department of Anesthesiology. He is Dr. Peter 
Safar who, until his new appointment, was 
chief of the Department of Anesthesiology of 
Baltimore City Hospitals, also clinical associate 
professor of anesthesiology at the University 
of Maryland School of Medicine, and assistant 
professor of anesthesiology at the Johns Hop- 
kins University School of Medicine. 


New Program at the University of Oregon 


A $517,000 grant to set up an extensive 
program for training medical investigators and 
teachers of the future has been awarded to the 
University of Oregon Medical School’s Ob- 
stetrics and Gynecology Department by the 
Public Health Service. The funds will be used 
over a five-year period for the education of 
student, post-doctorate, and post-residency 
trainees. At the end of four years, 18 indi- 
viduals will be training actively under the pres- 
ent grant. In addition, funds will purchase 
equipment and supplies for research projects. 
A full-time steroid biochemist will be added to 
the faculty as Associate Professor. 


Concluded on page 228a 
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For your 
Spanish-speaking 
associates... 


MEDICAL TIMES 


“Edicion en Castellano” 


Now available for your Spanish-speak- 
ing associates — selected articles from 
Medical Times printed in Spanish. 
"Edicion en Castellano” of Medical 
Times is mailed monthly direct from 
Buenos Aires, Argentina. 

Subscription price, $12 per year. 


MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Boulevard, Manhasset, N. Y. 


NEWS AND NOTES—Concluded 


Blood Council 

Measures to prevent profit in human blood 
are underway. The setting up of a standard 
blood replacement ratio in the New York City 
area has been announced by the Community 
Blood Council of Greater New York. The 
Council was set up two years ago following an 
Academy of Medicine study which was critical 
of the disorganization and disorder prevailing 
among the more than 150 blood-handling 
agencies in the city. The Blood Council’s 
recommendations are: (1) member agencies 
should endorse the principle of no profit in 
blood, (2) there should be a uniform blood 
replacement ratio of one-for-one, and (3) 
efforts should be made to establish a uniform 
maximum charge for blood. 


Schizophrenics 

It is reported that the incidence of schizo- 
phrenia, the nation’s number one mental health 
problem is on the rise. The disease, which 
accounts for the largest number of patients 
with mental disorders and for about one-half 
of all patients in mental hospitals, is usually 
recognized during the most productive years 
of life. Of patients with mental disorders newly 
admitted to state hospitals, schizophrenia tops 
the list with 23 percent, followed by senile 
psychosis and cerebral arteriosclerosis which 
together account for 21 percent. Alcoholism 
follows with a rating of 14 percent. The num- 
ber of first admissions of schizophrenics to 
public mental hospitals jumped 32 percent in 
a ten-year period, and the rate is constantly _ 
increasing. 

The average hospital stay of a schizophrenic 
is 10.8 years, compared with 7.5 years for 
patients with other mental disorders. Only ten 
percent of hospitalized patients with schizo- 
phrenia remain for one year or less, while 28 
percent remain for more than twenty years. In 
the older age groups, about 75 percent of the 
patients with schizophrenia have spent more 
than twenty years in mental hospitals. 
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pain and 


Relieve both arthritic symptoms with Equagesiega™ 


Equacesic not only relieves the arthritic patient’s pain and re- 
duces inflammation, but also improves his outlook by controlling 
the anxiety that magnifies pain. The muscle-relaxant action of 
Equacesic often allows improved mobility of limbs, thus preventing 
disabling atrophy and wasting of muscle. 


Equacesic will relieve pain, muscle spasm, and tension in a 
variety of musculoskeletal disorders. Analgesic action is potent, yet 
non-narcotic. Antianxiety, anti-inflammatory, and muscle-relaxant 
actions are prompt and reliable. 


Wyeth Laboratories Philadelphia 1, Pa. 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® (Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


For further information on limitations, administration and prescribing of Eauacesic, 
see descriptive literature or current Direction Circular. 


Ps New 


Handcarved 
wooden 
miniatures 
by old world 
craftsmen 


Gifts and Prizes 
for Doctors 


Imported from Europe, these richly detailed, 
hand-painted figures make ideal conversation 
pieces, gifts, bridge prizes, etc., and they add a 
bright note to any home or office. 


Each 7 inches high—$7.95 postpaid, or 
$7.45 each when ordered by the dozen. 


Replicas of 13 different figures for your 
choice—Gynecologist (M1), Pediatrician 
(M2), Psychiatrist (M3), General Practitioner 
(M4), Surgeon (MS), Orthopedist (M6), 
Ophthalmologist (M7), Ear, Nose and Throat 
Specialist (M8), Dentist (M9), Radiologist 
(M10), Pharmacist (M11), Veterinarian 
(M12), Chemist (M13). 


Money promptly refunded if not satisfactory. 
PLEASE ORDER BY NUMBER 


MEDICAL TIMES OVERSEAS, INC. 
Dept. MT, 1447, Northern Blvd., Manhasset, N. Y. 
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X-RAY DIAGNOSIS 
(Answer from page 33a) 


AINHUM 


Note the constricting band in fifth toe caus- 
ing atrophy of this digit’s phalanges. The 
band divides the remaining structures into 
two remnants still attached—a distal one 
containing a piece of the ungual tubercle, 
and proximal one containing the proximal 
half of the proximal phalanx. 


EKG DIAGNOSIS 
(Answer from page 38a) 


Coarctation of the aorta in a 13-year-old 
girl. The right precordial leads show a small 
R wave or deep QS as a result of some 
left ventricular hypertrophy, and _ illustrate 
that these abnormalities of QRS do not 
necessarily mean myocardial infarction. 


WHO IS THIS DOCTOR? 


(Answer from page 82a) 


JAMES PARKINSON 


MEDIQUIZ 
(Answers from page 89a) 


1 (A), 2 (A), 3 (C), 4 (A), 5 (D), 6 (B), 
7 (A), 8 (B), 9 (A), 10 (C), 11 (C), 
12 (A), 13 (C), 14 (E), 15 (E), 16 (B), 
17 (B), 18 (E), 19 (C), 20 (B). 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, K.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 800 mg.; and 
Nicotinie Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 


Cantraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT? 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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Covering the Times 


W., the cost of living continue 


to spiral, or will the gross national product take 
a big dive? 

For dyed-in-the-wool baseball fans these 
problems pale along side the momentous 
question . . . will either Roger Maris or 
Mickey Mantle topple Babe Ruth’s home run 
record of 34 years. 

You, you lucky reader, have already been 
put out of your misery. For weal or woe, you 
now KNOW. Not so Roger or Mickey as they 
posed long ago for this month’s cover. Not 
so Dr. Sidney S. Gaynor, the Yankee’s team 
physician since 1948, who tenderly examines 
that priceless property, Mickey Mantle’s knee, 
while he wonders, “Will they or won’t they?” 
Not so cover artist Stevan Dohanos who must 
work months ahead of publication date, or 
your MEDICAL TIMES staffers who are trying 
to put out the October issue with one ear 
glued to the radio set. 

Naturally the television advertising sponsors 
are hoping that neither Maris nor Mantle break 
the record until the last game of the season. 


Purists like baseball's Commissioner Ford 
Frick, however, have decreed that to break 
the Home Run King’s record the deadline must 
be the 154th game of the season—a night 
game on September 20th at Baltimore. If 
either Maris or Mantle top the 60 home run 
mark in the following eight games (added to 
the American League schedule to accommo- 
date a ten-team league), for the official record, 
a footnote will explain why the Babe is still 
King though someone else hit more home runs 
in the 1961 season. 

Less technical minded fans won't be as 
demanding as Commissioner Frick. They'll 
continue to chew their fingernails till the last 
inning of the 162nd game. 

Tranquillizer, anyone? 
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Remarkably useful in a wide variety of 
inflammatory conditions, including: 
rheumatoid arthritis, spondylitis, 
osteoarthritis'~*; gout,':’*; acute superficial 
thrombophlebitis’'’; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute 
arthritis of that joint)':’; severe forms of a 
variety of local inflammatory conditions.'':'?:” 


The physician should be thoroughly familiar 
with the dosage, side effects, precautions 
and contraindications of Tandearil before 
prescribing. 


Full product information available 
on request. 


more specific than steroids — Acts directly 
on the inflammatory lesion without altering 
pituitary-adrenal function...without 
impairing immunity responses.'':'* 


more dependably absorbed than enzymes — 
Tandearil, a simple, non-protein molecule, 
is rapidly and completely absorbed,*:'* 
consistently providing effective blood levels. 


1081-61 


n nonhormonal 


anti-inflammato | 


far more potent than salicylates — 
Anti-inflammatory potency of Tandearil 
markedly superior to aspirin."'* 


availability: 
Round, tan, sugar-coated tablets of 100 mg. 
in bottles of 100 and 1000. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


references: 

1. Graham, W.: Canad. M. A. J. 82:1005 (May 14) 
1960. 2. Vaughn, P. P.; Howell, D. S., and Kiem, 

1. M.: Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, 
T. J.: J. Irish M. A. 46:106, 1960. 4. Cardoe, N.: 
Ann. Rheumat. Dis. 18:244, 1959. 5. Robichaux, E.: 
General Practice 24:14, 1961. 6. Brooke, J. W.: 
Western Med. 2:81, 1961. 7. Connell, J. F., Jr., and 
Rousselot, L. M.: Am. J. Surg. 98:31, 1959. 8. Brodie, 
B. B., et al., in Contemporary Rheumatology 1956, 
p. 600. 9. Stein, |. D.: Ann. N. Y. Acad. Sc. 86:307 
(March 30) 1960. 10. Barczyk, W., and Réth, W.: 
Praxis 49:589, 1960. 11. Miller, J. M., et al.: 
Antibiotic Med. and Clin. Therap. 7:109, 1960. 

12. Connell, J. F., Jr., and Rousselot, L. M.: Am. J. 
Surg. 97:429, 1959. 13. Summary of individual case 
histories submitted to Geigy. 14. Domenjoz, R.: 
Ann. N. Y. Acad. Sc. 86:263, 1960. 15. Smyth, C. J.: 
Ann. N. Y. Acad. Sc. 86:292, 1960. 16. Yi, T. F., 

et al.: J. Pharmacol. and Exper. Therap. 123:63, 
1958. 
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Abbott Laboratories 
Gerilets, Iberet . 
Quelidrine 

American Ferment Division, 

Breon Laboratories, Inc. 
Supligol Tablets 

Ames Co., Inc. 

Decholin, Decholin- BB, Decholin 
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Nitrovas 

Armour Pharmaceutical Co. 
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Take an 

“inside look” at a 
remarkable 
advance 

in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available in four formulations: Veriderm Medro! Acetate 
0.25% — Each gram contains: Medroi (methyiprednisolone) 


unsaturated free fatty acids; triglyceroi and other esters of 
fatty acids; saturated and uesaturated hydrocarbons; free 
cholesterol; high-moiecuiar-weight aicoho!l; with water and 
eromatics. (Veriderm Medrol Acetate 1% is also available.) 


For against infection: Veriderm Neo- 
Medroi Acetate 0.25% — Each gram contains: Medroi (meth- 
yiprednisolone) Acetate 2.5 mg; Neomycin Sulfate 5 mg. 
(equivalent to 3.5 mg. neomycin base); Methyiparaben 4 mg; 
3 mg. in @ skin lipid base com 

saturated and unsaturated free fatty acids: 


weight alcohol; with water and aromatics. (Veriderm N: 
Medroi Acetate 1% is also available) 

Administration: After careful cleansing of the affected skin 
to minimize the potsibility of introducing infection, a smali 


mou 

Acetate is applied and rubbed gently into the involved areas 
Application should be made initiatly one to three times daily. 
Once control is achieved — usually within e few hours — the 
frequency of application should be reduced 
vey | to avoid relapses. The 1% pre tion 
mended for beginning treatment and the 
for maintenance thera: 
Contraindications: Loca! apptication of Veriderm Medro! Ace- 
tate or Neo Medrol Acetate is contraindicated in seen 
of the skin and in other cutaneous infections for 
effective antibiotic or chemotherapeutic agent is not evall. 
able for simultaneous application 
These preparations are. usually well tolerated. However 
signs of irritation or should devel 
pee id be discontinued. If bacteria! infection s! id develop 

course of therapy, appropriate loca! or systemic 
therapy should be 

fied in 5 Gm. and 20 Gm. 
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... Needs “air in a hurty,” ... 


you can provide it with a single, convenient tablet of 
NEPHENALIN® PepIATRIC. Placed under the tongue, 
NEPHENALIN PEDIATRIC releases isoproterenol HCl, 5 mg., 
potent epinephrine homologue, to open the airway with 
utmost speed. Swallowed, the small square red tablet gives 


the child sustained asthma relief with the well-known, 
reliable combination of theophylline (1% gr.), ephedrine 
(%e gr.) and phenobarbital (1% gr.). NEPHENALIN PEDIATRIC 
is available for your prescription in bottles of 50 tablets. 
Also available: NEPHENALIN (for adults). 

Tuos, LEEMING & Co., INc., NEW YorK 17, New York. 


Nephenalin’ 


PEDIATRIC 


: 


INOPERABLE MAMMARY CARCINOMA 


SEVERE DEBILITY 


UNDERWEIGHT CHILDREN 


The broad usefulness of long-acting 


anabolic therapy with Durabolin’ 


DuRaBOLIN (nandrolone phenpropionate) is a po- 
tent long-acting anabolic stimulant. In many types of 
iliness and injury, DURABOLIN helps speed recovery 
by reversing catabolic processes, rapidly establishing 
positive nitrogen balance. A single intramuscular in- 
jection weekly or bi-weekly for 12 weeks provides 
effective anabolic stimulation with little risk of viriliz- 
ing or hepatotoxic effects. And, because long-acting 
DUuRABOLIN is given parenterally, you can be certain 


Organon Inc., West Orange, N. J. 


your patient has received the correct dose, observe 
his progress directly. 

Dosage: Adults: 50 mg., then 25 to 50 mg., i.m., 
weekly for twelve weeks. Children: 2-13 years— 
25 mg., i.m., every 2 to 4 weeks. Infants: half chil- 
dren’s dose. 

Supplied: DuRABOLIN (25 mg./cc.) 5-cc. vials, 1-cc. 
ampuls (box of 3). DuraBoLin-50 (50 mg./cc.) 
2-cc. vials. 


BEFORE AND 
AFTER SURGERY 


my 
OSTEOPOROSIS 


In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness.’ 


Supplied: as 0.75 mg.and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
Ek DECADRON is available to physicians on request, DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
M s) =) MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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